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An open letter to Rhode Island physicians
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primary care physician

,
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• 75% of two year olds on Rite La
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Warm regards,
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Christine C. Ferguson

Director;
RI Department

ofHuman Services
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m

Rite Care purchases health insurance for its members from United

Healthcare of New England, Neighborhood Health Plan of Rhode Island,

and Blue CH iP/Coordinated Health Partners. Coverage is now available

for more families, children and teens. Rite Care provides a comprehen-

sive benefit package at little or no cost to families. If your patients are

uninsured, tell them about Rite Care. For more information, to request a

“Rite Care physicians packet” or to refer uninsured patients directly:

1
- 800 - 346-1004 English 1 - 800 - 299-8444 Spanish
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Specialists and the

Current Medical “System”

T his issue devoted to Family Medi

cine is a perfect venue to address

the issue of the primary care-specialist

relationship. Dr. Long, in his apologia

and call for collaborative support in

obstetrics, and Dr. Fine, in his essay on

medical systems’ structure address this

topic from the primary care provider’s

(PCP) perspective.

I am a neurologist and therefore

on the other side of the looking glass.

Like other specialists I have been con-

cerned with the inroads medical insur-

ers have made on the freedom to obtain

consultations. Many years ago when

“primary care” was an emerging

buzzword, many specialists, especially

in the areas ouside of “traditional” in-

ternal medicine (eg infectious disease,

cardiology, etc) thought the shift from

specialized to primary care would lead

to increased referrals due to the de-

creased numbers of specialists. This

does not seem to have occurred. An
abstract at the October American Neu-

rological Association’s 1999 meeting

may have addressed one aspect of this

issue. From a mailed survey to 624

general internists in the American Col-

lege of Physicians- American Society of

Internal Medicine registry and 492

neurologists in the American Academy

of Neurology in which opinions were

asked about obtaining neurological

consultations for three clinical case sce-

narios, the following data emerged.

* For a case of Parkinson’s disease

53% of internists and only 10% of

neurologists believed the PCP should

manage the case without a consultant’s

input.

* For a case of late onset dementia

80% of the PCPs and 5% of neurolo-

gists thought the PCP should manage

the case alone.

* And for a TLA 73% ofPCPs and

7% of neurologists thought the PCP
should manage the case alone.

These numbers tell us either that

neurologists believe they provide a

much more important service than

their referral sources do, or that PCPs

do not know their limits, or something

in between. There are lots of jokes on

the uselessness of neurologists and the

advent of sensitive brain imaging has

altered much of what the neurologist

had, until recent times been asked to

do (I am reminded of a time when

brain tumors were localized clinically.

In a presumably true but apocryphal

story, a famous neurosurgeon chose to

ignore the determined opposition of

his equally famous neurologist for

choosing the operative site". When the

neurosurgeon was found to have cho-

sen correctly, the crushed neurologist

muttered, “I’ll have to give up neurol-

ogy now!” To which the neurosurgeon

replied, “on the contrary. Why not take

This coming year in Medicine & Health/Rhode Island one popular col-

umn will be missing: John Tierney will no longer be contributing Medical

Philately. In February 1996 when John began the column, he noted,

‘The experience [of medical philately] increases one’s knowledge and

understanding of the history of medicine, especially about those gifted

ones whose dedicated genius has led to the lengthening of our life span.”

Many readers will concur. All of us at the Journal - editors, writers, and

readers - are thankful to and for John Tierney, and wish him well.

it up?”) and although our treatments

are rudimentary at this time, there are

an increasing number of neurological

disorders that can be treated, but this

often requires expertise.

As the number ofspecialists slowly

dwindles with the cutbacks in training

programs there will be no choice but

to charge the PCP with more respon-

sibility for diagnosis and treatment.

Finding appropriate limits for medical

consultations is crucial. In addition,

many specialists necessasrily take on a

primary care role for patients afflicted

with incurable disorders such as ul-

cerative colitis, Parkinson’s disease, and

rheumatoid arthritis. Should the spe-

cialists only provide consultation or

should they be the primary manager

of “their” disorders? I know what I

would want for myself as a patient. The

gatekeeper concept is one control

mechanism but it puts physicians in

an adversarial role with their patients.

Having in place strictly defined crite-

ria for referral is easier on the PCP but

are impossible to develop in a mean-

ingful way.

Working out this delicate balance

is a crucial problem facing all health

insurance programs. Simply reducing

the number of specialists, which is the

current nation-wide approach, will

probably work no better than most

government - rationed programs. Phy-

sicians need to develop a model for the

efficient integration of primary and

specialty services that maximizes the

quality of care and exploits fully the

available skills within our profession.

Unfortunately this doesn’t seem to have

been accomplished even in those

HMOs that were intitially developed

by physicians themselves.

- Joseph H. Friedman, MD

Medicine and Health / Rhode Island



The Evils in the Forest Primeval
r~a

O nce, long ago, there were great forests, home to vast num-

bers ofcontending vertebrates, invertebrates and micro-

organisms. These forests were sites ofuncompromising struggle

where the grim business of survival, uncomplicated by moral

judgment, was pursued without abatement.

Prompted in 1 906 by an expanding population and an

increasing need for more rapid lines of communication, the

government of Brazil elected to build a railroad line from Rio

de Janiero north to the Amazon delta port ofBelem traversing

the vast virgin forests of Minas Gerais, crossing the Planaito,

contending with hosdle Indian tribes, and intruding upon the

unmapped interior forests of Bahia and the provinces south of

the Amazon river.

The initial miles of the new railroad proceeded without

significant mishap or delay. But by 1908 things were going

badly. The health of large numbers of laborers, mainly Afri-

cans, began to fail. Many died of diseases, known and un-

known, while thousands were left too weak to continue the

arduous work of bringing a rail line through the tropical wil-

derness.

The Central Railroad of Brazil then invited Dr. Carlos

Chagas, a 31 year-old public health physician and a recog-

nized authority on the control of malaria, to determine the

nature of the many illnesses burdening the workforce. Chagas

arrived at the small frontier town of Lassance and was given

two freight cars, one to be employed as a hospital and one as

his provisional residence and laboratory. The town was little

more than a makeshift place with thriving bars and brothels

to service a working cadre of about two thousand men. Ma-

laria and syphilis were rampant; but for these illnesses Chagas

had remedies. It was another illness, however, that puzzled

him. This illness started suddenly with steady fever, a rash per-

haps, excessive fatigue and various cardiac abnormalities. Most

recovered the acute phase but were left with a lingering fa-

tigue, loss of appetite, progressive heart disease and inability

to work any longer.

Chagas visited the dwellings ofthe workers seeking some

clue as to the cause of this unnamed illness. He observed that

a large beetle, locally called barbiero or vinchuca, emerged in

large numbers after sundown. They sought out those asleep,

either humans or domesticated animals, and bit them, extract-

ing substantial amounts of blood. Chagas captured many of

these nocturnal blood-sucking creatures and found, after much

dissection, microscopic parasites confined to their gut. These

parasites closely resembled the trypanosomes ofAfrican sleep-

ing sickness. It was only after finding

similar parasites in the blood stream of

acutely ill humans that Chagas consid-

ered the organism as the likely causative

agent of the unnamed illness. The final

step in the proof came when Chagas

and his mentor, Professor Oswaldo

Cruz, transmitted the disease experimentally to laboratory ani-

mals.

But how did the blood-sucking beetle manage to transmit

the infectious agent since the organism was confined to its lower

gut ? Again, Chagas relied upon the simple art of diligent ob-

servation. He watched, night after night, as these beetles emerged

from their nests in the crevises of the adobe huts ofthe workers

to seek out their blood-meal. Chagas observed that the beetles

reflexly defecated after each blood meal and that the patient

then unconsciously scratched the bite invariably rubbing the

insect droppings into the fresh wound.

Chagas reported his findings of the illness, now called

Chagas’ disease, to the scientific world in 1909. The parasite

was named Trypanosoma cruzi in honor of his teacher, Profes-

sor Cruz. Alerted Latin American physicians now quickly found

large numbers of cases in their territories. And field epidemi-

ologists were able to demonstrate that the disease afflicted many

forest vertebrates, domesticated animals and urban rats. The

human infection was confined principally to the poorest ele-

ments of society, those whose homes harbored the vinchuca

beetles which were the primary vectors of the disease.

Paleontologists then demonstrated that occasional Andean

mummies from as early as 400AD showed evidence ofChagas’

disease. The illness did not become endemic to Latin America,

however, until human settlements encroached upon the great

tropical forests of South America, the natural home of the

vinchuca beetles [technically called triatomes.] It now appears

that the disease was first limited to those frontier villages at the

interface with the cleared forest, but then, as the forest mam-
mals [the usual source ofblood meals for the vinchuca beetles]

fled from the clearings, the beetles sought out humans and

their domesticated animals for their necessary blood-meals. Both

the beetles and infected rats then spread beyond the frontier

towns to bring the disease to urban populations.

While beetle bites are the principal means by which the

disease is spread, there are two additional pathways of signifi-

cance: first, transfusions using contaminated blood. [In Brazil,

about 1 3,000 transfusion-initiated cases ofChagas’ disease arise

annually.] And second, infected mothers may transmit the

disease through the placenta to their unborn offspring.

The disease is currently managed by the use of residual

insecticides. Yet, in impoverished Bolivia, for example, about

one-fifth of the population suffers from the chronic form of

Chagas’ disease. There are an estimated 15 million cases in

Latin America.

Triatome beetles have now spread

to the southern states of the United

States. And with the arrival of thou-

sands of western hemisphere immi-

grants with chronic Chagas’ disease, the

stage is set for its indigenous transmis-

sion. The US Public Health Service has

Vol. 83 No. I January 2000
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already detected sporadic cases in Texas and neighboring states.

A 26 year old dilletante biologist with a fascination for

beedes once explored the interior of Argentina by foot. And
in his diary, dated March 26, 1 836, Charles Darwin described

the avaricious vinchuca beedes. Out of curiosity to see how

they sucked up blood, he allowed many of them to bite his

finger repeatedly. Darwins chronic debilitating illness in later

life is now presumed to be the persistent variant of Chagas’

disease.

As humans intrude upon the forests, they may confront

unanticipated biological and microbiological hazards. There is

now adequate proofof the sylvan origins ofyellow fever, sleep-

ing sickness and Chagas’ disease. And scientists studying the

HIV diseases of African monkeys, now speculate that human
AIDS once began as a jungle infection initially confined to

primates such as old-world monkeys. Advancing the frontiers

of civilization has its risks.

- Stanley M. Aronson, MD

Introduction: A Potpourri of Family Medicine

“Family Medicine is nothing if not

broad,” begins Michael Fine’s article in

this edition ofMedicine& Health/Rhode

Island—this edition which is designed to

demonstrate some of its breadth. Dr.

Fine (with his wife Carol Leavitt, MD)
has been involved with Family Medicine

as a practicing family doctor presently in

Rhode Island and formerly in the moun-

tains of northeastern Tennessee with the

National Health Service Corps.

He writes about the relationships

between the primary care physician and

the specialists with whom they are nec-

essarily and (hopefully mutually) benefi-

cially involved. Primary Care physicians

in general and Family Physicians in par-

ticular are horizontal specialists; that is,

they deal with aspects of medical care

across the scope; their specialist col-

leagues, in contrast, are vertical special-

ists, developing and practicing their

expertise in one area as much as possible.

As such there is potential overlap, and

overlapping responsibilities and roles may

produce conflicts. Michael discusses how

some of these conflicts may occur, may

be exacerbated by third-party forces, and

how they may be considered and re-

solved.

Patricia Nolan, MD, well-known

to readers as the Director of Rhode

Island’s Department of Health, is not a

Stephen Davis, MD

family physician but began her eminent

career with an interest in primary care.

She discusses the importance ofprimary

care to preventive medicine.

Joanne Wilkinson, MD, a Rhode

Islander born, raised, educated at Brown,

educated at Brown some more, trained

at the Memorial Hospital ofRI, and now,

at long last, a practicing family doc in

Pawtucket, has contributed two first-per-

son essays derived from experiences as a

new attending. These experiences are

from different ends of the life span and

from contrasting expectations, but they

both demonstrate the concern, the pa-

thos, and the personal involvement that

characterize a good family physician. Her

description of the “family coming to-

gether” at a breathless pace is breathtak-

ing.

Sarah Aronson, MD, the third mem-

ber of that gifted family to grace these

pages, has contributed some musings on

Family Medicine and Psychiatry from her

perch in Erie, Pennsylvania. These

musings are not of the form such that

“You’d have to be crazy to be a family doc-

tor,” but rather they are considered opin-

ions from Sarah’s almost unique

perspective as one who has completed

both a residency in Psychiatry (at Yale) and

one in Family Medicine (at Middletown,

Conn.). Recognizing the frequency of

psychiatric and behavioral

diagnoses in primary care,

she gives us an orderly

framework of care.

Rick Long, MD, has

written a treatise discuss-

ing the often-controversial

phenomenon of family physicians prac-

ticing obstetrics. As a Family Medicine

residency graduate, as a former 2-year fel-

low in Maternal Child Health Care at

Memorial Hospital, as a residency fac-

ulty member supervising obstetric train-

ing, as co-director ofthe present Maternal

Child Health Fellowship, as an Advanced

Life Support in Obstetrics-certified in-

structor, and as an obstetrics-practicing

family physician with many a cesarean

section notched on his scalpel, he is fa-

miliar with the topic ofwhich he writes.

It is also a good example ofa family phy-

sician developing an area of expertise, a

frequent occurrence that is not otherwise

discussed in these pages.

Dr. Isaih Malaprop, not a Rhode Is-

land family doc, but rather an embodied

amalgamation ofthe experiences ofvari-

ous colleagues, makes an appearance on

these pages. This essay is reminiscent of

an essay from the June, 1993 Medicine

& Health/Rhode Island issue, the forerun-

ner of this journal, which was devoted

to Family Medicine. That essay, “A Day

With a Family Physician” was a recount-

ing of the variety of patients seen by one

R.I. family doc in part of one day. This

article by the same chronicler emphasizes

a different aspect ofa family doctor’s ex-

perience, that of communication.

In addition, because the recent with-

drawal of Harvard Health has sparked a

crisis among patients, physicians, and

hospitals, we have included an especially

timely article by Max Powell, Leslie

Tucker, and Nisha Lodhavia. The authors

describe the “predatory pricing” that can

force health insurers close to insolvency.

Medicine and Health / Rhode Island



Family Medicine, Generalist Medicine,

Specialist Medicine and the Conduct of the

Consultive Relationship

F
amily medicine is nothing if not

broad. Generalist medicine re-

quires some special skills because

of that breath, skills which are particu-

larly necessary in a country without an

organized health care system. In the ab-

sence of a formal system of health care

services distribution, all generalists learn

to create mini-health care systems

around themselves, creating islands of

health security for their patients.

Family physicians and other gen-

eralists prize their relationships with

their specialist colleagues. These rela-

tionships allow us to improve the qual-

ity of care we can provide

disease-by-disease and organ system-by-

organ system. Relationships with con-

sultants also provide a constant source

of patient-by-patient continuing medi-

cal education.

The emergence ofmanaged care as

a major (if temporary) system organi-

zation has changed some elements ofthe

consultative relationship. In this paper,

I will reflect on those strains, trying to

decipher what underlies them. I will

argue that we can sort out conflicts by

drawing a distinction between skills and

roles, and I will highlight two compet-

ing theories of health care system orga-

nization that may also be creating

disharmony in the consultative relation-

ship. Finally, I will argue that only the

collaborative approach allows us to ad-

dress the demands society places on its

medical community as a learned pro-

fession.

The Gatekeeper Blues

One of the more frustrating aspects

of the managed care era has been evolu-

tion of HMO gatekeeper procedures,

which exploit primary care physicians to

manage a process of matching resource

to need for individuals that the society

(as a whole) has been unable to do for

itselfas a whole. “Gatekeepers” arefrus-

Michael Fine, MD

trating for specialists, because they add

bureaucracy to the patient- physician re-

lationship, and restrict specialists’ clini-

cal freedom, putting functional oversight

in the hands of primary care physicians

who may not have the same depth of

knowledge about specific disease pro-

cesses that their specialist colleagues have.

These procedures are frustrating as well

for primary care physicians, both because

their side of the bureaucratic process is

complex and needlessly time consuming,

and because the gatekeeper system often

draws primary care physicians into ac-

cepting some responsibility for the over-

sight of care where they have little or no

expertise or interest.

But, as marketplace approaches to

social problems often do, the gatekeeper

HMO approach allows entrepreneurs to

profit from implicit conflicts in power

relationships between contending mar-

ket forces. Here, the market has uncov-

ered a conflict between primary care

physicians and specialists in terms of the

nature ofthe service each group delivers.

It has also discovered a vestigial, implicit

hierarchy in the health care system, and

has used that hierarchy to counter the

adverse economic effects of the applica-

tion of the free market to the distribu-

tion of health care services. The market

is implicitly challenging assumptions

about how the health care system should

be organized, assumptions that are so

deeply held that they may not be appar-

ent to the participants in the system.

What is the role of the
PRIMARY CARE PHYSICIAN?

Primary care physicians build and

maintain relationships with people in

their communities over time. Primary

care practices use that relationship to

provide people access to the health care

system when they need it, to help them

manage chronic health conditions, and

to help those with multiple medical

Abbreviations Used:

HMO health maintenance

organization

LMD local medical doctor

PCP primary care physician

problems balance the subsequent con-

tending management needs. Primary

care physicians’ skills include diagnosis

and treatment, palliation of symptoms

that do not require further diagnostic

evaluation, the ability to identify areas

of concern that require further diagno-

sis and treatment, and a thorough

knowledge of the health care systems’

function, so that identified areas ofcon-

cern can be most efficiently addressed

elsewhere in the health care system.

Despite these skills, relationship is the

center of the primary care physicians

role in the system. It is relationship that

makes the PCP primary to the patient,

and relationship that makes the PCP
critical in adapting the world view and

needs of the health care system to the

world view and needs of the patient, so

the patient can benefit from what the

health care system has to offer.

What is the role of specialty

PHYSICIANS ?

Specialty physicians excel at the di-

agnosis and treatment ofspecific diseases,

and at the ability to confirm the absence

of specific diseases that are being con-

sidered as pan ofa diagnostic evaluation.

Specialty physicians skills also include

maintaining relationships with patients

over time, palliation of symptoms that

do not require further diagnostic evalua-

tion, the ability to identify related areas

ofconcern that require further diagnosis

and treatment, and a knowledge ofmuch

of the health care systems’ function, so

that identified related areas of concern

can be addressed elsewhere in the health

care system.

Vol. 83 No. 1 January 2000
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Skills and Roles

The overlap in skills between pri-

mary care and specialty physician pro-

duces most of the conflict in the system

between the two groups, with

flashpoints occurring around

gatekeeper referrals, hospital privileging

issues, and allocation ofscarce resources.

The logical distribution of roles, on the

other hand, points a way to resolving

those conflicts, to the extent solutions

to those conflicts can be negotiated be-

tween physicians in a way that respects

and reinforces those role definitions.

TWO THEORIES OF HEALTH CARE

SERVICES DISTRIBUTION

The tension that exacerbates con-

flicts in the relationship between primary

care physicians and specialists is the one

that exists between two contending theo-

ries of health care services distribution.

Most observers argue that health care ser-

vices in the United States use the free

market model, in which each physician

is a purveyor of a service who seeks to

maximize her or his own profit by iden-

tifying need for and selling as much of

that service as possible. In this model,

we generally measure service in units of

encounters and procedures, so that each

physician attempts to provide ( and thus

sell) as many encounters and procedures

as possible in the shortest possible time.

Free market medicine allowed physicians

to achieve unprecedented financial secu-

rity, but that prosperity came at great cost

to the nation. Health care costs rose to

greater than 14% of the gross domestic

product - a percentage that presumably

threatened to undermine the nation’s

competitiveness in the emerging world

market.

To control those costs, the market-

place turned to another theory of health

care services distribution. Most health

care systems balance the roles ofspecial-

ists and primary care physicians, using

primary care physicians to establish lo-

cally based access to a large proportion

ofthe population, and specialists to pro-

vide expert diagnosis and treatment to

the relatively few ill people who need

those services, usually by concentrating

those services at a central site in order

to achieve a critical mass ofpatients with

diseases that require specialty attention.

The concept of the LMD (local medi-

cal doctor) is evidence that this hierar-

chal system has existed in an informal

way in the United States. Managed care

companies exploited the implicit hier-

archy with their distribution of roles,

formalizing something for physicians

that physicians had not chosen to for-

malize for themselves. But that formal-

ization provoked a conflict between

specialists and primary care physicians,

as primary care gatekeepers found them-

selves agents of managed care compa-

nies’ interest in limiting expenditures,

and thus reducing specialty physicians

incomes.

Primary care physicians

build and maintain

relationships with people

in their communities

over time.

Despite managed care organiza-

tions’ actions to make the role structure

of specialists and primary care physi-

cians explicit, that role structure may

contain something ofvalue. Specifically,

a hierarchically organized health care

system that defines the complementary

roles ofspecialists and primary care phy-

sicians may be in the interest of the

medical profession itself. Society looks

to the medical profession to provide

both exquisite care of individuals and a

secure system ofcare for the society as a

whole. An enlightened understanding

of our complementary roles allows us

to provide that secure system of care,

which is impossible if we see ourselves

as competitors in a marketplace.

In addition, understanding our

complementary roles allows for a fair

amount ofmutual assistance in address-

ing the responsibilities placed on us by

the burden of illness. Ifspecialty physi-

cians had to answer all the system -ori-

ented complaints (many ofwhich arrive

in the middle of the night) from each

person with a symptom in their specialty

area, they would get no rest. Ifprimary

care physicians had to know everything

about the diagnosis and treatment of

every disease or condition that exists in

patients under their management, we

would spend our lives in the medical

library and have no time to see patients.

Conclusion
Despite the tensions that market-

place medicine have placed on the rela-

tionship between generalist and

specialty physicians, a focus on the

complementary roles of generalist and

specialty physicians allows the medical

community to address both the needs

ofexquisite patient care and society’s re-

quirement that we create a secure sys-

tem of care. A hierarchically organized

health care system may not allow indi-

vidual physicians the ability to maximize

their economic situations, but that is not

the primary role ofa learned profession.

Working together to create a more for-

mally defined health care system with

one set of rules and one network ofpro-

viders may simplify the relationship be-

tween specialists and generalists, but the

path to such system organization is not

clear. There is no consensus about the

wisdom oforganizing such a system, nor

is there consensus about the structure

of this system, or its modus operandi.

Still, a focus on the complementary roles

of primary care and specialty physician

allows a more successful negotiation of

the conflicted world the market has

placed us in, and may help us attend to

the work at hand, which is providing

both excellent patient care and a secure

system ofcare for the society as a whole.
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Primary Care: The Backbone of Prevention

P
rimary care physicians are criti-

cally important in reaching pub-

lic health goals in Rhode Island.

We turn to them to provide care for

low-income patients under Rite Care,

to immunize our children, to guide

the care of persons with diabetes, hy-

pertension, heart disease, and hundreds

of other chronic conditions. We ask

them to promote and encourage pre-

vention strategies, from smoking-ces-

sation and walking to safe sex.

The Department of Health advi-

sory group, the Primary Care Physi-

cians’ Advisory Committee, brings us

advice from the primary care physicians

in this state. The strong message from

this advisory group is that we must pay

more attention to the needs ofprimary

care physicians if we expect them to

function effectively.
1 Our loan repay-

ment program is finding fewer candi-

dates among primary care physicians

because many choose to leave Rhode

Island after their training is completed.

From some perspectives, Rhode Island

appears to have enough primary care

physicians, yet these physicians are

frustrated by what they perceive are low

payment rates from insurers in the face

of escalating demands for administra-

tive processing, clinical efficiency, and

preventive interventions. The Primary

Care Physicians’ Advisory Committee

is consistently reminding us of the

system’s problems we have to solve to

have effective primary care for the

people of the state.

Clinical Prevention in

Primary Care
The Guide to Clinical Prevention

Services is intended for primary care

clinicians. It provides recommenda-

tions for clinical practice of preventive

interventions - screening tests, coun-

seling interventions, immunizations,

and chemoprophylactic regimens - for

the prevention of more than 80 target

conditions.” 2 Ofcourse, all ofyou have

had time to read and digest these 1 000

Patricia Nolan, MD, MPH

pages, and its companion, Health Pro-

motion and Disease Prevention in Clini-

cal Practice, and have put these

science-based interventions into prac-

tice during the past three years. This

valiant effort at making the latest sci-

ence available and into practice is

weighty, but we do know that remark-

ably busy practitioners do incorporate

clinical prevention strategies into prac-

tice. Emphasizing prevention in pri-

mary care practices does help your

patients avoid preventable illnesses.

The Rhode Island Department of

Health has identified a number of pre-

vention actions that we encourage pri-

mary care physicians to integrate into

clinical practice. This article describes

several of these strategies.

The Department ofHealth

advisory group, the

Primary Care Physicians'

Advisory Committee,

brings us advicefrom the

primary carephysicians in

this state.

Immunizations

Immunizations for infants and

children have been a success. Rhode

Island ranks among the top few states

in the percent of two-year-olds with

completed immunizations. When the

meningitis panic hit in February, 1998,

the primary care community assured

that the vast majority of children in the

state received immunizations.

Physician adoption ofadult immu-

nization strategies has been less complete,

with low rates of influenza, pneumococ-

cal and diphtheria-tetanus immuniza-

tions among the target groups.

Immunizations are increasingly

effective, preventing a wide array of

Abbreviations Used:

ETS environmental tobacco

smoke

bacterial and viral infections, and be-

ing delivered on an increasingly com-

plex schedule. The Department has

explored two new strategies to improve

immunization levels among target

groups: computer support systems and

office materials.

Kids Net serves as a computer-

ized immunization registry, providing

access to health data on a child and

offering reminder/recall functions. As

more physician practices participate,

Kids Net will become a more useful

tool, since the data is available to phy-

sicians caring for a child. Kids Net

includes other important data and

soon will contain the same features for

the newborn metabolic screening data.

The success of this effort will be mea-

sured in two ways: by our maintain-

ing or increasing immunization rates,

and by the level of acceptance of par-

ticipation in the Kids Net system. Our

participants tell us that Kids Net needs

to be web-based and simpler.

Office materials for adult immuni-

zations have been developed through the

Ocean State Adult Immunization Coali-

tion. The coalition seeks to increase the

rates of adult immunization, combining

public information, professional informa-

tion, and feedback on levels of immuni-

zation. Tool kits containing posters,

patient brochures, reminders and physi-

cian information on the vaccines were dis-

tributed to primary care physicians this

fall in an effort to increase the number of

adults over 65 or with chronic illnesses

who receive appropriate immunizations.

The penetration of influenza and pneu-

mococcal immunization in the Medicare

population will be used to measure suc-

cess. Between 1996 and 1997, we in-

creased the rate ofinfluenza immunization

for people over 65 by 2.1%, but remain

under 50% coverage at 49.8%.
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Breast and Cervical Cancer Screening

The Department of Health has been an active partici-

pant in federally funded efforts to increase breast and cer-

vical cancer screening, especially among older women and

women in ethnic and language minority groups. Breast

cancer rates in Rhode Island are above the rate for the United

States as a whole, and are particularly higher among Afri-

can American women.

Mortality Rates 5

Mammography for the earliest possible detection of

breast cancer has proven utility in preventing deaths.

Women, especially older and minority women, are not all

tuned into the importance of regular screening mammog-
raphy. One reason given for not seeking mammography

has been that “my doctor did not recommend it”.
3 When

we began this project, we organized regional resource cen-

ters to do outreach to women to get them signed up for

mammograms. We gradually realized that the centers were

too disconnected from the physicians. We have revised

our strategy to focus on the primary care physician as the

instigator of screening mammography, and tried to pro-

vide the physician with support for referrals of low-in-

come women and others who are hard to reach. The

experience with immunizations has demonstrated the value

of reminder/recall strategies to initiate periodic interven-

tions. The use of reminder/ recall systems can greatly in-

crease the appropriate interval use of pap smears and

mammography and save lives.

Tobacco Cessation and Prevention

Primary care physicians are constantly dealing with the

health consequences of to-

bacco use. The Department

ofHealth employs many strat-

egies to reduce tobacco use, es-

pecially counter-advertising

and peer group anti-tobacco

support. We are encouraging

health plans to cover tobacco

cessation as medically neces-

sary care, and to increase the

offering of cessation counsel-

ing to smokers. Management

systems should include re-

minders to notify the physi-

cian to re-check smoking

status on every visit, and sim-

plified referral to smoking ces-

sation services.

There is increasing inter-

est in the effect of environ-

mental tobacco smoke (ETS)

on fetal development, infant

airway development, and

childhood respiratory diseases,

especially asthma. We need to communicate with all mem-
bers of households with pregnant women and small chil-

dren about the importance of reducing ETS exposures.

Primary care physicians, including obstetricians, can ad-

dress this issue. Part of out task as a health department is to

help you connect your patients with cessation services and

to encourage their insurance plans to pay for those services.

Asking your patients whether there are pregnant women or

small children in the household, and then inquiring whether

there is smoking in the home, provides an excellent starting

point. However, the primary care physician then needs to

be prepared to take the next step in cessation, and that be-

comes a more complex algorithm. We are now exploring

ways to simplify that next step.

Conclusion
Primary care physicians are critically important in reach-

ing public health goals in Rhode Island. Therefore, the

Department of Health is seeking a more effective partner-

ship with them. Through the Primary Care Physicians Ad-

visory Committee, we are listening to the concerns of

primary care physicians and seeking solutions to problems.

These concerns are circulated throughout the Department

in an effort to develop strong working partnerships, and to

address regulatory and administrative barriers to the adop-

tion of prevention strategies in primary care.

The Department is open to new strategies to enable

primary care physicians to incorporate prevention into prac-

tice. This paper discusses several strategies already adopted

in Department programs.
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Reflections from the Field

Baby
Push, now push, hold it you’re do-

ing great I say, and with my right hand

fumble for the sterile towel, laid out

kelly green like a dishcloth on the table

of gleaming steel. Something is trying

to happen, I see the onslaught of inexo-

rable movement beginning deep inside,

feel the hard slippery head turning

against my gloved fingertips. There is a

moment when I know before the

mother does, I see the clenched-up

muscles begin to let go, I realize this

push will be the last and I say okay, now

with that next contraction I want you

to push long and hard, and you’ll feel a

lot of burning and stretching and pres-

sure and I want you to keep pushing

right through all that, even though it

hurts, because you’re almost done, I

promise you, this is really it. And she

nods, sweaty, pale, my patient, whom I

have known since I was an intern and

she was a high-school student, whom I

have laughed with and soothed and ex-

plained things to, who brought her pink

EPT to the office so I could see, and we

talked about baby names and the ad-

vice from her mother-in-law, palpated

her belly and felt the life inside kick back

to me, over and over, until I am almost

as impatient as she is to finally meet this

other being, to hold it, at long last, in

my hands.

Okay, now this is it, big push big

push and she contorts her face, she gri-

maces with her mouth but her eyes

never leave mine, she won’t look away

now, in the throes of pain she is almost

unrecognizable to me but the eyes shine

dangerously, determined, sparking back

the light from the portable lamp that is

warming my hands. See the baby’s head,

I say to her husband, whom I have reas-

sured and talked to and teased over the

past eight months, and he looks down

at my hands with a scared and fascinated

expression, like a passing motorist at a

gory accident, unable to look away. And
now there is pressure, there is scream-

ing, there is an explosion of flesh, and I

Joanne Wilkinson, MD

. .

.

justfor a moment I

am at the center ofyour

existence, thefirst one to

holdyou, to dryyou off

whileyourparents stare

in disbeliefthat they

have done this, that they

are done.

lose track ofeveryone for a moment, the

patient the husband the nurse, I pull

gently on the little one in a moment of

total concentration, slack-jawed, uncon-

scious, the seconds stretching out and

then suddenly, I am snapped back to

myself, a warm slimy infant clasped

across my chest, the heat sensor on the

baby monitor going off in the back-

ground, the agitated voices all babbling

at once, and the little mewing cry. The

forehead wrinkles, the left arm jerks, the

mouth makes petulant shapes and I

think I know you, little one, I have stud-

ied you from afar like a cultural anthro-

pologist and now you are here, and just

for a moment I am at the center ofyour

existence, the first one to hold you, to

dry you off while your parents stare in

disbelief that they have done this, that

they are done. The skin pinks, the eyes

open and shine and I cut the cord, neat

and clean, like always, and I say there

you go sweetie, why don’t you go see

your mom, and at the word mom my
patient’s face changes, softens, realizes

and she reaches like she already knows

this baby, knows where it belongs. And

she reaches, and I reach, our arms over-

lapping as I put the baby in hers, and

then I step away, gently untangling our

hands, breathing as the family comes to-

gether before my eyes.

* *

Abbreviations Used:

EPT early pregnancy test

CPR cardiopulmonary

resuscitation

DIC disseminated intravascu-

lar coagulation

ER emergency room
ICU intensive care unit

IV intravenous

The ICU
These are the things I usually say

to someone who is dying: We’re all here

with you. Breathe in and out. Good

Job. Any pain? No? Good. Can you

feel my hand? Great. I’m right here

next to you. I won’t leave, I promise.

Sometimes I say soothing things like

There you go, that’s good, just close your

eyes, I’ll be right here. By then they are

usually unconscious, and I know they’re

never coming back to tell everyone all

the stupid, unprofessional things I said,

and I just open my mouth and say what

seems right. But not this lady. This

lady is awake.

When I admitted her to the ICU, at

lunch rime, things didn’t look so bad. I

rushed over from the office when the ER
called and said they had my partner’s pa-

dent, a woman in sepuc shock; they were

giving IV andbiotics, putting in a central

line, but she was awake and talking. When
I went to meet her she was looking criti-

cally at the clean plastic dressing covering

her IV site and telling me that there was a

spot of blood on her arm, and it looked

dirty. I thought: this lady is not going to

die. Her daughter was there, looking at

her watch and trying to decide whether

she should take the afternoon out ofwork.

When I told them that her mother would

have to be admitted to the ICU they

looked at me like I was crazy and I

thought: maybe I’m overreacting. It’s my
first week on call for the group. Maybe

there’s some other way to handle this that

I would know, if I were more experienced.

The ICU consultants will probably laugh

at me. When I sat them down and said

look, I need to know what you’d want if

Vo/. 83 No. 1 January 2000
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you were really sick and needed a breathing tube, they exchanged

glances that said, This one is nuts. Listen to her going on about

ventilators and CPR. “I don’t know,” she said impatiendy, flip-

ping her hand at me. “Let’s wait and see what happens.” And I

said no, ifshe got sick later she might be too sick to talk to me,

and I needed to know what she would want. (All the while

thinking, she’s going to go back to my partner and say, well, the

nurses were nice at the hospital, but boy, that new doctor. All

gloom and doom. Can’t you get rid of her?) So she sighed and

said she’d lived her life, she didn’t want the tube, or the CPR,

none ofthat. And two hours later when I was back in the office

tearing through the colds and the flus, the ICU resident called

me. “Your lady’s pressure is fifty,” he said.

“And she’s oozing from all her IV sites,” DIC.

I hung up the phone, did two throat cul-

tures, threwmy bag in the car and went back

to the hospital.

In all my deaths as a resident - all the

codes, the 2:00 a.m. pronouncements of

other people’s patients, the people I extubated

to let them die, I have never had one so wide awake.

My partner’s patient is sitting propped up in bed, her

face white, her eyes wide and alert like dark beacons across the

room, I cannot imagine what I will find to say to this woman,

who looks keenly at my face for signs that she is doing badly. I

sit down on her bed and take her hand, as cold and white as

porcelain. My partner is at a conference and I am acutely aware

that I am not him, that she would prefer him, that she is going

to die with a stranger. I tell her what she knows: that her blood

pressure has fallen despite out best efforts, that she’s developed a

very serious clotting problem, that we ll continue to help her as

best we can through the night, but there probably won’t be much

we can do. I don’t say the words “and then you’ll die,” but they

hang in the room palpable as a shroud. “Okay,” she says, look-

ing at me like she’s waiting for more. But there is no more. I

pull a chair up next to her bed and tell her I will stay here with

her until we can find her daughter, and she should let me know

ifshe has any pain. We settle in to wait. The room is very quiet.

Her humidified oxygen bubbles gendy in the background, and

at one point she asks if it is raining. I dim the lights. Periodi-

cally the blood pressure cuff inflates with an efficient whir. Af-

ter a while I take it offand I take the O, sat monitor offtoo. She

watches me do all these things but doesn’t say anything. I con-

sider asking her about her family, about what kind ofwork she

did before she retired, about her home. I dismiss all these things

as either banal or cruel, and I am left with no topics. She looks

at me and I look at her. At one point she says, “Well, I guess you

were right about me.” It takes her a lot ofbreath to say this, and

I realize she has gotten worse in the past hour or so. “Believe

me,” I say, “I’d rather have been wrong.” I tell her that my
partner, at a conference this week, would have wanted to be

here. Her icy finger moves a little in my hand. “You’re nice

too,” she says, her voice weak, but her gaze undimmed.

The night wears on. I have had no dinner, and I want to

be here, I think it’s important, but a large part ofme wants to go

home, eat something, and go to bed. There is no way I can say

this to this woman, and so I continue to sit. I begin to feel

lightheaded with hunger, my hand in hers is getting progres-

sively colder. My mind begins to drift and I say almost auto-

matically, “There you go.. .breathe in and out...I’m still here.. .’’And

I realize something true about my life, about maybe everyone’s:

that it’s always easier to talk to someone who’s not listening, to

want things you can’t have, to say what you feel to someone who
is unconscious, or not there. I think that I say soothing things at

people’s deathbeds mostly to comfort myself; I doubt they can

really hear me. But here I am with this woman who is wide

awake, and I’m saying them anyway, and she is looking com-

forted, and I think maybe this is the way it really should be,

maybe I should worry less about sounding silly and unprofes-

sional and not having the answers and not being my partner, and

just be me. Let the true words come out and show themselves

when people are awake, as well as when they

are sleeping.

Her daughter comes at ten. I tell her

how things are going, encourage her to take

my chair. My patient is still awake, but

looking very tired. “I’m going to let you

two spend some time together,” I say, my
polite way ofexcusing myselfusually, but then

I decide to tell the truth. “I need to get home,” I

say. “I’m sorry to have to go. Do you two have any

questions for me, or anything I can help you with?” Instead of

being angry that I’m leaving, they both say they understand.

Of course I should go; I’ve stayed long enough. They will be

fine. “I’ll be here in the morning,” I tell my patient. We both

know she will not be. She holds my hand, takes a few breaths

to prepare for what she has to say. “This is a good doctor,” she

tells the daughter.

In the car on the way home, the full moon streaming down

on the highway, I think about my first weeks of practice: how
I constandy worry that people will know I’m new, how I try to

sound professional, like I know what I’m doing, like I can help

them, and how tonight, when I couldn’t do a thing to help and

didn’t know what to say and sounded just like me, just me, was

the first time one of my new patients told me I was a good

doctor. I am very tired, and I think that by morning I will have

forgotten this, and I try to remember.

Shortly after I fall asleep, the phone rings: the ICU resi-

dent, whose Middle Eastern accent grows more pronounced at

night. “Your patient has died,” he says. “Don’t worry, every-

thing is done.” He means the paperwork, the death certificate,

but when I roll over in bed to fall back to sleep I think he

means everything, the total of our work with her, the whole

experience, everything is done, and I know he is right in a way,

and wrong in a way, because I can still remember, even half-

asleep, the things I feared I would forget.
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A Day with Dr. Malaprop (or) On Burning

Your Bridges at Both Ends

Stephen Davis, MD, and Tina Kenyon, ACSW

Authors’ note: Dr. Malaprop is, of

course, a fictional character. We have cre-

ated his dayfrom selections ofthe numerous

malapropims that we have been exposed to.

My favorite cardiologist called about

Mr. O’Brien, whom I had referred back

for recurrent chest pain after heart surgery.

His evaluation suggested that his arterial

bypass surgery had been unsuccessful.

“Ah”, I replied, “A stuffed CABG”. Mr.

O’Brien had already informed me that he

had known from his first catheterization

that he did not have congenial heart dis-

ease.

My next patient was an 85 year old

with terminal metastatic cancer. Her fam-

ily had taken exquisitely good care of her

and her pain control had been amazingly

good up until now. She was clearly upset.

When I asked her what was bothering her

today, she said that her family was feeling

that she would benefit from more nurs-

ing care at home, and they had decided to

put her in the hostage program. I had

previously discussed end of life issues with

her. I had asked if she had a living will.

She had replied, “No, but I have a will to

live.”

My next pauent was a middle-aged

man. When I asked why he had come to

the office, he answered, “I need a fiscal.”

In taking his history, I learned that he had

had a fairly complicated appendectomy

when he was a child. “Have a scar?”, I

asked. “No, thanks, I don’t smoke”, he

responded.

I spent lunch-hour with a fifth-grade

sex-education class at the local school.

One oP the students wanted to knowwhy
they call it “public hair if it is in the pri-

vate parts.” One boy wanted to know
what the Army had to do with it: why
were the privates and the generals in the

same place? Another boy said that he had

recendy been kicked in his technicals.

Before I left the school I had a brief

discussion with the school nurse about one

of the older students who we were con-

cerned had developed anorexia. We talked

about how hard it is to get an accurate

history from some teenagers. “Those girls

who have an eadng disorder will never give

you the straight skinny on what they’re

doing. One girl told me that it was her

natural habitat to be thin.”

“Yes, I’d like to be a flower on the

wall when you have that discussion.”

On my way out the school door, I

met the mother of one of my kindergar-

ten-aged patients. She said that she had

been called to a meeting with the princi-

pal. “My son is having trouble relating

because he is ardstic.” She added that in

spite of his problem he should be stream-

lined to get the most out of school both

educationally and socially

.

On my way back to the car I decided

to watch a litde of football practice. I find

high school sports quite amusing. The

coach had asked the members of the team

to pair up in threes, and they had had

trouble accommodating to his wishes. He
told me that until he realized what he had

said, he was getung so upset with the boys

that he was afraid that he would blow a

gas cap. I told him that it now was just

water over the bridge.

I asked the coach why his first string

quarterback was not practicing. He told

me that he had sustained a roto-rooter cuff

tear last season and now he seemed to have

a laxadve in his shoulder.

As I got back in my car, I noticed

that I was a litde late in getting back to

the office, so I stepped a litde harder on

the exhilarater to speed me along.

When I was back at the office, the

Smiths came in for a discussion. They were

reserved at first, but once the conversation

began it became clear why. They had de-

cided that Mr. Smith should get the shot

to keep him from having any more chil-

dren: the vaccinectomy. We discussed

other components oftheir sexuality. “Im-

potence, you know, is no big thing,” I said.

“We’ll jump off that bridge when we get

to it,” Mr. Smith replied.

One ofmy favorite patients was next,

a teenager in for a pre-college physical. She

had been to France on a school trip for

spring break and had had a wonderful

time. She wanted me to know that they

had traveled to Normandy and had seen

the home of the French heroine, St. Joan

Aardvark. While she had been in

Marseilles, she had had an allergic reac-

tion to something, but she recovered

quickly since they had given her “Anthrax”

for it. Now, she admitted, that was just

water under the dam.

The nurse broke in to tell me about

an urgent phone call. She had sent one of

our first trimester prenatal patients to the

hospital. She was having severe left-lower

quadrant pain, and her husband was con-

cerned that she might have an atomic preg-

nancy.

In primary care often one needs to

balance medical treatment with comple-

mentary therapies that our patients may
be using. My next patient was a middle-

aged librarian who had fairly bad eczema

and who was also concerned about her

family history of senility. When I asked

what other treatments she had been us-

ing, she replied that she really limited her-

self to herbal medicines. Lately, she said,

she had been using ginkgo extract for her

memory and alopecia for the skin dryness.

My next patient had ostensibly come

in to have a tiny sebaceous cyst on his neck

checked. It seemed very benign, even in-

significant to me, and I noted to myself

that this seemed unlike his usual denial

about more severe medical problems. As

he was leaving, he said, “Oh by the way,

Doc, would I be able to get a prescription

for that new medicine, Niagara?” I sat

him back down, and we had a discussion

about his sexual functioning. It seemed

as though a brief trial ofViagra would be

reasonable. I was concerned about

whether his wife was involved in this de-

cision. He assured me that they had dis-

cussed it thoroughly, and that he had no

other involvements: “I’m not into that

extra-terrestrial stuff,” he declared em-

phatically.

A 8-year old boy was next. He was

not known to have asthma, but he had

been having an unproductive cough lately

especially after playing soccer. He also had

become a little short of breath from time

to time. He seemed especially upset by

these symptoms. I tried to console him,

and asked ifanything was bothering him.

He was reluctant to admit it, but finally

he said that his mother said that she

thought he had a weasel in his chest.
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The next patient was a young man with arm pain. He.

reported that he had caught his arm below the elbow in a car

door last week, and ever since he had been having pain in his

forceps muscle. He wondered if he could have a subscription

for pain meds, and I began to wonder if this were a case ofdrug-

seeking behavior. My suspicions were intensified when he told

me that his wife was a barbiturate liar.

A middle-aged auto mechanic with diabetes was next. He
was in for a follow-up visit from a skin abscess that I had worked

on last week. When I walked in the room, he asked, “How did

that sculpture of the sis on my back turn out?”

My next patient was a woman who also had been followed

by our local pulmonologist for sarcoidosis. We both had been

seeing her fairly regularly after her initial treatment. She re-

ported that she had recently been to see her lung doctor, and

she had good news: Her sarcoidosis was lying doormat.

A young woman was the next patient. Clearly embar-

rassed, she reported that she had a virginal itch that had been

bothering her for some time. While I was fumbling for my
follow-up question, she reported that she had been using Mon-
astery 7 cream for it that had really not helped very much.

Later in the day I was returning phone calls to patients.

Mr. Johnson wanted to let me know that his wife had self-re-

ferred to a surgeon. “He had to cut a pollock out of her,” he

said.

That evening it was my turn to see patients with acute

problems and those who preferred evening appointments. While

I certainly would have liked to have the evening off, I really did

not mind taking my turn being the back-up pin cushion for the

office.

AN ARMY SCHOLARSHIP COULD
HELP YOU THROUGH MEDICAL SCHOOL

The U.S. Army Health Professions

Scholarship Program offers a unique

opportunity for financial support to

medical or osteopathy students.

Financial support includes a monthly

stipend plus tuition, books, and other

course related expenses.

For information concerning eligibility,

pay, service obligation and application

procedure, contact your local Army
Health Care Recruiter:

1 -800-USA-ARMY

ARMY MEDICINE. BE ALL YOU CAN BE.
www.goarmy.com

The first evening patient was a college student who had a

fever and sore throat and thought that he had a strep throat.

After doing his rapid-strep test, I had to admit to him that he

had pinned the nail on the head. “You’re sharp as a whisde,” I

complimented.

Any excuse in a storm.

We would like to thank the audience at our Brown Univer-

sity 1998 commencement forum, “Medical Malapropisms As

Diagnostic Clues”, and other friends and colleagues—including

Frank Schaberg, Esther Entin, Art Frazzano, Peter Mandelson,

Bob Elliott, Donya Powers, and the ever-vigilant Kathy

Papineau— for contributing many of the above malapropisms.
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Some Thoughts on the Treatment of Psychiatric

Disorders in the Primary Care Setting

I
n the park-like atmosphere of the

Butler Hospital as a medical stu-

dent, I was drawn to the specialty

of psychiatry by the interest and com-

passion for patients I sensed there

among my supervisors, the nurses, and

other mental health professionals. Psy-

chiatry is a specialty distinguished by

its focus on the patients’ priorities and

personal experience. I completed my
residency, and though I enjoyed those

aspects, it was discomfiting that there

are few concrete answers to be found

in psychiatry, or so it seemed to me.

By the end ofmy residency, it was clear

to me that I missed the broader hands-

on practice of medicine. I decided to

re-enter primary care.

Family medicine was a natural

choice, as it allowed me both a wide

range of clinical experience as well as

an opportunity to integrate my psy-

chiatry training into my patient care.

Over several years of practice, and now
in a position of teaching family medi-

cine residents, I have given thought as

to how a primary care physician (PCP)

can best assist patients who struggle

with mental illnesses. In my experi-

ence, many patients arrive to their of-

fice visits with an underlying

psychiatric diagnosis, one that often is

related to their current complaints.

This presents an opportunity to im-

prove the health and well-being of our

patients. Unfortunately, statistics sug-

gest that patients with mental illnesses

often do not receive adequate evalua-

tion or treatment for these disorders.

What are the obstacles to effective

treatment of these patients in the pri-

mary care setting? And what can be

done, within the framework of the av-

erage busy office practice, to improve

the family doctors’ interventions in

these areas? A few studies have ad-

dressed this question, and there appear

to be several factors .

1 These can be

summarized into four areas: first,

Sarah Aronson, MD

awareness of the prevalence of mental

illness; second, accurate diagnosis;

third, collaboration with mental health

consultants; and fourth, effective use

of psychiatric medication.

Patients with common psychiat-

ric problems such as depression, anxi-

ety, substance abuse, and eating

disorders often present with somatic

complaints. A key step for the family

doctor, in interviewing any patient, is

to keep the relevant differential diag-

noses in mind. She must then employ

her skills and knowledge of symptom

patterns to assess the patients’ difficul-

ties. WTiile the PCP may worry that a

review of common psychiatric symp-

toms will consume an inordinate

amount of time, this evaluation can be

done in the context of a brief office

visit, and is a necessary part of a thor-

ough clinical assessment. There are

references available to the primary care

practitioner which can guide the pre-

liminary psychiatric review of systems,

to allow a working initial diagnosis .

2,3,4

In my experience, a family physi-

cian may hesitate to conduct a psychi-

atric assessment because of a concern

that she may be called upon to act as a

psychotherapist. She is correct to feel

unprepared for that role, both in terms

of available time and training. WTiile

supportive counseling and education

are central to the pri-

mary care of these

patients, it is not

necessary or appro-

priate to take the

role of the patients’

therapist. I work

closely with clinical

psychologists. Our

collaboration over

the years has deep-

ened my under-

standing of the

practice of psycho-

therapy, and the im-

Abbreviations Used:

OCD obsessive-compulsive

disorder

PCP primary care physician

portance of delegating that aspect of a

patient’s care to a provider who makes

that his or her specialty.

This brings us to the role of the

mental health consultant. By the na-

ture of our position in health care,

PCPs know how to make use of con-

sultants and how to maintain commu-
nication with them. This ability

sometimes is lost when a psychiatric di-

agnosis is the central issue. As with

consultants for any other medical or

surgical problem, a mental health spe-

cialist can be involved at several stages

in the care of patients with mental ill-

ness. A psychiatrist can be consulted

to suggest medical management. Ei-

ther a psychiatrist or psychologist can

assume primary responsibility for the

psychiatric care of these patients; this

is often the best strategy when a pa-

tient is unstable, requires full or par-

tial hospitalization, or has more

complex diagnoses or treatment needs

with which the family doctor is not

familiar. Commonly, however, a col-

laborative approach will be effective.
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Consider a situation in which you

are interviewing a patient who com-

plains of fatigue and palpitations. As

you talk with him further, he reports

that he is experiencing episodes of in-

tense anxiety in certain circumstances,

and is chronically late for work because

of difficulty getting out of the house

in the morning. You believe he suffers

from an anxiety disorder but you are

unsure of the specific diagnosis. Use

of one of the references mentioned

above may help you develop an initial

assessment. The differentiation between

anxiety syndromes such as phobia, panic

disorder, or obsessive-compulsive disor-

der (OCD), however, requires a clinical

familiarity with the range of possible

diagnoses. There are evidence-based

treatment approaches for each of these

conditions, and accurate assessment is

important. This is an appropriate time

to consult a psychologist or psychia-

trist and ask for a diagnostic evalua-

tion, to develop treatment and referral

recommendations.

In another circumstance, you may

be prescribing psychotropic medication

for a patient who is in psychotherapy

with a mental health provider. As with

any other clinical situation in which

you are co-managing a patient’s care

with another specialist, it is important

to maintain regular communication

regarding the patient’s clinical progress,

and use that information to adjust your

interventions appropriately. Unless the

patient is clinically recovered and in a

maintenance phase, it is important to

evaluate the efficacy of your medical

management at frequent intervals.

There have been many cases in which

a consulting psychologist has brought

my attention to a patient who needs

an increase or re-evaluation of medi-

cation, or to one whose persistent de-

pression has been missed behind the

somatization which has occupied the

patient’s medical visits. In another in-

stance, I have seen a patient treated

with appetite suppressants, who, upon

having a psychological evaluation, was

found to have depression and binge-

eating disorder.

Another setting in which collabo-

ration is critically important is in the

management of patients with eating

disorders. The mainstay of treatment

will be in the psychotherapy. Accurate

communication with the therapist will

facilitate the physicians’ task of moni-

toring the patients’ physical health, and

will guide appropriate medical and

therapeutic interventions. Many psy-

chiatric disorders can be treated with

counseling alone. It is important to

be aware of this and use your relation-

ship with a consulting therapist to

know when that may be an appropri-

ate recommendation.

Inadequate use of psychotropic

medication can contribute to psychi-

atric treatment failures in the primary

care setting. Family physicians have

an opportunity to provide pharmaco-

logic treatments for many of their pa-

tients with psychiatric disorders, and

to enhance compliance with education

and supportive counseling. With the

advent of newer and safer antidepres-

sants, more family doctors are willing

to prescribe, but studies suggest they

often do so without a clear understand-

ing of dosing strategies, side effects, or

the length of time needed to reach an

adequate trial of medication.
1 The PCP

should know what conditions can be

treated with antidepressants, such as

affective disorders, panic disorder,

OCD, or bulimia, and be aware of the

differing average doses often required

for treatment of these conditions. Phy-

sicians more experienced with psychi-

atric diagnosis and pharmacotherapy

can also become familiar with aug-

menting strategies used to treat patients

who do not respond to initial trials of

medications. 5

The psychiatric disorders men-

tioned here are common, treatable, and

create significant suffering and disabil-

ity. More often than not, these patients

will present for treatment initially in

the family doctors’ offices. My experi-

ence suggests that the primary care

model of careful diagnosis, patient sup-

port and education, treatment, and

guidance to appropriate referrals or

consultation, can be effectively applied

to these psychiatric problems without

an expectation that the PCP become a

psychotherapist. As with any other

group of disorders, we should use this

opportunity to treat what we can, to

educate these individuals about their

diagnoses and treatment, and to help

them to make use of the psychological

care that they need.
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Obstetrics in Family Practice

Richard Long, MD

T
he role of the family physician

in delivering obstetrical care

has long been controversial.

Dr. Edward P. Davis, professor of ob-

stetrics at several Philadelphia medical

schools, in 1 894 scolded general prac-

titioners’ performance of obstetrical

care, citing their erroneous belief that

“the condition of pregnancy... [is] natu-

rally normal’ and that ‘labor is a natu-

ral process’”.
1 At the turn of the 19th

century, physicians argued for a more

analytic and scientific approach to

medical care with less empiric or anec-

dotal practice, an argument not entirely

unlike the argument for evidence-based

medicine today. While country physi-

cians were often scorned for their lack

of scientific application, even in 1894

generalist physicians recognized the

unique demands that obstetrical prac-

tice placed on them. “If a country doc-

tor should be a specialist in one branch

of the science of medicine more than

any other, it should be in that of ob-

stetrics.”
2

The debate intensifies today as

certain patient populations find it in-

creasingly difficult to access obstetri-

cal care. With maternity care being

delivered by a variety of health care

providers, including obstetricians, cer-

tified nurse-midwives and nurse prac-

titioners, what role do family doctors

have in assuring the provision of high

quality, consistent care to pregnant

women and their children?

Background
Every year in the United States

nearly four million babies are born.

The vast majority of these deliveries are

performed in metropolitan hospitals by

obstetrician-gynecologists; however,

an estimated 2-4% of births are deliv-

ered by certified nurse-midwives, and

approximately 500,000 - 600,000

births each year are attended by family

physicians.

Until recently the number offam-

ily physicians providing obstetrical care

had been declining. Forty-six percent

of family physicians in 1 978,3 and only

24% ofU.S. family physicians in 1992

included obstetrics in their practices.
4

This downward trend appears to be

reversing. According to the most re-

cent American Academy of Family

Physicians (AAFP) survey, 30.5% of

members in 1994 included obstetrics

as part of their practice. 5 An estimated

16,500 family physicians and general

practitioners supply obstetrical care in

this country and provide a substantial

portion of the pregnancy care for

women, including approximately 20%
of prenatal care.

6 The typical family

physician averages 40 deliveries per

year.
7

Vulnerable Populations

A major health problem in the

United States is the maldistribution of

maternity caregivers. With inadequate

access and availability of care affecting

vulnerable populations in both rural

and inner-city urban communities,

these under-served communities expe-

rience disproportionately high rates of

infant and maternal mortality as well

as other adverse health outcomes.

Twenty-five percent ofAmericans

reside in rural areas where obstetrician-

gynecologists make up less than 1% of

the physician providers. 8 The same

declining trend of family physicians

performing maternity care that has af-

fected our nation disproportionately

affects rural Americans where family

physicians represent two-thirds of the

obstetrics providers. 9 The closing of

obstetrical units and community hos-

pitals across the United States further

magnifies the disparity ofservices avail-

able.

Urban areas, too, experience real

barriers to access and availability of

maternity care. These barriers may not

be directly related to geographic isola-

tion, but rather from financial, lan-

guage and cultural barriers.

Maldistribution of physicians persists

Abbreviations Used:

AAFP American Academy of

Family Practice

ACOG American College of

Obstetricians and

Gynecologists

STFM Society of Teachers of

Family Medicine

not only in rural areas, but also in in-

ner-city urban communities where the

metropolitan physician glut fails to

extend.

New England and Rhode
Island

Family physicians in New England

play a significant role in delivering care

to pregnant women and their families.

Nearly 30% of New England family

physicians incorporate obstetrics into

their practices,
5 and these doctors are not

limited only to the rural expanses of

Maine, Vermont and New Hampshire.

Fully 23.4% of urban family physician

practices in New England include the

practice of obstetrics.
5

Though Rhode Island cannot

claim vast, geographically isolated rural

areas, we are home to distinct, vulner-

able and economically disadvantaged

populations, who confront multiple

barriers in accessing care. ByAAFP sur-

vey, more than one out of five family

physicians in our home state are mater-

nity caregivers.
4 In Rhode Island, fam-

ily physicians are privileged and provide

an entire spectrum ofmaternity care from

prenatal care and routine vaginal deliv-

ery, to complicated, high-risk care, in-

cluding performance ofcesarean section.

Although most of Rhode Island’s

obstetrics-providing hospitals have

credentialling and privileging policies

for family physicians, Memorial Hos-

pital of Rhode Island is the only hos-

pital in our state where the cooperative

practice of obstetrics by family physi-

cians is active and flourishing in col-

laboration with obstetricians, certified
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nurse midwives and other health care

workers. Memorial Hospital is a

Brown University-affiliated hospital

and is home to Brown University’s

Department of Family Medicine and

the major clinical training site for the

department’s Family Practice Resi-

dency training program.

Family Practice Training and
Privileging

Obstetrical training is an essential

component of Family Practice. A joint

task force of the American Academy

of Family Physicians and the Ameri-

can College of Obstetricians and Gy-

necologists (ACOG) recently

developed educational guidelines to

assure that graduates of family practice

residency programs are “well-prepared

to provide quality medical care in the

areas of maternity care, labor and de-

livery, and the female reproductive sys-

tem”. 10 The guidelines outline a

minimum requirement in ob-gyn edu-

cation that emphasizes both ambula-

tory and hospital care. Suggesting that

family physicians and obstetricians col-

laborate in the design, implementation,

and evaluation of family practice resi-

dents’ obstetrical training, the guide-

lines further outline recommended

knowledge, core skills and advanced

skills for residents. These fundamen-

tal knowledge, skills and judgment are

a required base in every family

physician’s practice, even ifnot directly

translated into obstetrical care.

Obstetrical management is an in-

tegral component of any family

physician’s practice. Even in practices

where prenatal or maternity care is not

routinely delivered, a level of exper-

tise in obstetrics is necessary, because

primary care patients may present with

myriad pregnancy-related issues. A

family doctor may be called upon to

manage, for example, diagnosis ofpreg-

nancy, preconception counseling, fam-

ily planning, infertility, miscarriage,

diagnosis of ectopic pregnancy, immu-

nization requirements of the gravida,

information regarding safety and use

of over-the-counter medications, man-

agement ofconcomitant illness in preg-

nancy, breast feeding support, and

recommendations for preventive health

care.

Here in Rhode Islandy

family physicians. . .

provide an entire

spectrum ofmaternity

carefrom prenatal care

and routine vaginal

delivery; to complicated,

high-risk care, including

performance ofcesarean

section.

While successful completion of

obstetrics and gynecology training is

essential for graduation from family

practice residency programs, it does not

assure a resident of attaining hospital

privileging or credentialling. Depend-

ing on their experience and level of

competence developed in residency,

some residents will seek to attain hos-

pital privileges directly, while others

will elect to obtain additional training

in obstetrics. Family practice residency

graduates may also pursue post-resi-

dency fellowship training in obstetrics.

Assignment of hospital privileges

is determined locally and is

based on training, expe-

rience and compe-

tence. In 1998 a task

force ofthe AAFP and

ACOG developed a

joint statement on

maternity care practice

and hospital privi-

leges, which acknowl-

edges the important

public health impact of obstetrical care

as performed by obstetricians, nurse

midwives and family physicians in the

United States.
11 The intent of this

joint document is to promote the high-

est standards of care through the fos-

tering of collegial relationships

between specialties.

Should Family Physicians

Practice Obstetrics?

While misconceptions about qual-

ity of care, scope of practice, fear of

liability, disruption of lifestyle and costs

of malpractice insurance may discour-

age a family physician from including

obstetrics in practice, the rewards of

practicing obstetrics often outweigh the

deterrents. Family Medicine offers

continuity of care for both mother and

her baby, affords the clinician a youth-

ful practice profile, brings in more rev-

enue, and offers the practitioner a sense

of accomplishment and satisfaction.

Patients, too, reap rewards. With-

out the arbitrary dissection of preg-

nancy care from infant and child care

the family physician can attend the

woman and infant and, for that mat-

ter, the entire family throughout all

stages of life. Family physicians with a

unique, family-centered approach, ex-

pertise in providing continuity of care,

and community sensitivity offer more

comprehensive care for women in

childbirth.

Extensive evidence and literature

reviews have supported the high qual-

ity ofobstetrical care provided by fam-

ily physicians. Citing 26 individual

studies between 1975-93, Larimore

and Reynolds 12 summarized:

“Studies have revealed that low-

risk women cared for by family physi-

cians have equal or better outcomes

than do similar women cared for by

obstetricians, that cesarean section rates

are highest where obstetricians give

primary care, that family physicians are

more likely to provide non-

interventional maternity care, and that

family physicians and midwives have

similar outstanding outcomes. Further-

more, family physicians provide pri-

mary care at a lower cost than do other

physicians.” As Walter Larimore, MD,
a Florida family physician who prac-
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tices obstetrics, concludes, ‘"There is no scientifically sup-

portable reason for excluding family physicians from ma-

ternity care in any setting...”
12

Somewhat more difficult to address are the political

and economic obstacles which confront many family phy-

sicians across the country pursuing hospital obstetrical privi-

leges. Obstetrical privileging for family physicians is

frequently denied under the tenet of insuring quality of

patient care, when specialty territoriality, departmental con-

trol and assurance of financial monopoly seem often more

suspect and legitimate concerns. These arguments have

taken on the analogy of battle
13 and been referred to as

“turf wars.” 14,15

“Can C-sections be done by FPs, or only by Ob/Gyns?

Can Ob-Gyns be primary care physicians, or only FPs?” 16

Quite frankly, any medical specialty whose duties overlap

significantly with another will encounter friction and the

need to delineate territory. These turfwars have long placed

Family Practice in an uncomfortable position, a metaphori-

cal Israel of the Medical East, carving out its existence from

the perceived territory of others while simultaneously de-

fending its borders against those who would encroach, re-

strict or take possession of that which was dutifully achieved.

This metaphor begs the naive and timeless question, “Why
can’t we all just get along?”

William Rodney, MD, in his testimonial on behalf of

obstetrical privileging in family practice and addressing

unnecessary denial and obstruction of hospital privileges

for family physicians responds, “For the public’s health,

this means that many women have had their lives need-

lessly endangered by poor access to obstetrical services, when

family physicians could have provided those services if they

had appropriate hospital privileges. For the health of the

public, therefore, it is absolutely critical that qualified fam-

ily physicians receive obstetrical hospital privileges (includ-

ing cesarean section) when they can demonstrate the

necessary training, experience, and/or proven ability.”
17

There exists a belief, pervasive among many obstetri-

cians, that family physicians cannot possibly be competent

to manage childbirth, routine or otherwise. 18
“After all,

there’s no question that they don’t meet the same standards

for training and education in OBG that we do,” states Larry

Griffin, MD, Director of Program Services at ACOG. 14

This attitude propagates unsubstantiated biases that are

virulent and infectious, replicating into new generations of

obstetricians. As is the case with most prejudices, this atti-

tude can be insidiously effective on the parties to which it

is directed, undermining self esteem, slowly and progres-

sively eroding self confidence, and ultimately creating an

environment oflearned helplessness and dependence. Many
family physicians, constantly confronted with the assertion

by their peers that they are “not good enough,” become

their own worst enemies. With lingering self doubt we
risk losing that which is essential in the delivery room and

vital for developing the trust ofour patients. We risk losing

confidence in our own abilities.

Support of Family Physicians Delivering

Babies

Luckily, family physicians are resuming the call to in-

clude perinatal care back into our practices. Forty to 50%
of Brown University/Memorial Hospital of Rhode Island

graduating Family Medicine residents each year include

obstetrics care into their practices. Our Maternal and Child

Health fellowship, co-administered through our Department

of Family Medicine and the Blackstone Valley Community

Flealth Care, Inc. community health centers is in its ninth

year of training selected family physicians with advanced

obstetrical, neonatal and community health skills. Fellow-

ship graduates serve in under-served communities and in

academic Family Medicine departments throughout New
England, across the country and around the world.

Support for family doctors who deliver babies is prolif-

erating. Networks of local family physicians who deliver

maternity care support one another through shared call ar-

rangements, continuing education opportunities and coop-

erative teaching programs. Nationally, hospital, county, state

and regional medical associations offer activities to enhance

the maternity caregiver’s practice. The AAFP and the Soci-

ety ofTeachers of Family Medicine (STFM) sponsor mater-

nity care conferences and educational opportunities to

augment provider skills, publish obstetrics-related research,

review standards of practice, encourage the development of

clinical guidelines, and, through a national network offam-

ily physicians, support the entire spectrum of family medi-

tebroDk
TERRACE —

ONE CHERRY HILL ROAD • JOHNSTON

An assisted living community
is pleased to introduce our

new Secured Alzheimer’s Unit

Exclusively designed and staffed with

specially trained Certified Nursing

Assistants to accommodate the special

needs of individuals afflicted with

Alzheimer’s disease and related disorders.

Services Include:

• Specially trained staff

• Activities designed to stimulate

and be therapeutic for the patient

• Special diets designed to meet the

needs of the Alzheimer’s resident

• Loving, caring, patient staff in

a home-like environment

• Safe, secure surroundings

For more information contact

Melissa Scittarelli at (401) 233-2880
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cine obstetrics practices including ad-

vocacy for privileging. With growing

support from and collaboration with

our nurse midwife and obstetrics col-

leagues, family doctors also take ad-

vantage of educational opportunities

provided by other disciplines.

More important than any of these

organized educational activities is the

relationship we build with our obstet-

rics-providing colleagues. No single

statement concerning this relationship

is more revealing or central to our goal

than that of Kruse, “If maternity care

is to remain an important part of the

specialty of family practice, the rela-

tionship between obstetricians and

family physicians must be strength-

ened.” 18 Today, when the spirit of par-

tisan politics sets the standard for

conflict resolution, and the economics

of health care forces alien competition

into the doctor-patient relationship,

those of us who have been entrusted

to care for the health and well-being

of our patients must work together.

“When the needs for a strong pri-

mary maternity care system are so great,

it makes good sense for all maternity

care practitioners to support one an-

other, to rethink their philosophies and

priorities, and most important of all,

to put the needs of the pregnant

woman and her family first.”
19

When we share with one another

what we each do best, we improve

the quality of our care, and patients

reap the rewards of our mutual suc-

cesses. Collaboration, as envisioned by

the AAFP andACOG Joint Task Force,

should include the programs where we

train our practitioners and extend into

the practice of our specialties. Where

seeds of mistrust or suspicion might

germinate, cooperation among our dis-

ciplines can forestall biases. Rather

than striving for all maternity

caregivers to become stereotypical and

interchangeable, we might thrive col-

lectively in our individual approaches,

simultaneously appreciating and utiliz-

ing the valuable and unique contribu-

tions of our colleagues. As family

physicians, as nurse midwives, as ob-

stetricians, we gain through collabora-

tion, cooperation and support than

can be gained through divisiveness and

conflict. Let us continue to put aside

what separates us as different, and em-

brace what we share as common ide-

als.
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A Tale of Costs and Markets: Predatory Pricing

Max Powell, Leslie Tucker, and Nisha Lodhavia

E
arlier this year, the Governor’s

Advisory Council on Health

was charged to explore the as-

sertion that health care in Rhode Is-

land is “less expensive” than health care

in Massachusetts and Connecticut - an

assertion consistent with reports of

lower health insurance premiums in

Rhode Island than in Massachusetts.

The reality, though, is that costs

have been comparable - but premiums

lower. In short, costs do not translate

directly into premiums. In the com-

mercial insurance market, the cost of

health care can be captured in the per

member per month medical expenses

(PMPM expenses) reported by health

plans. Health plans in both Massa-

chusetts and Rhode Island have histori-

cally reported medical expense levels

higher than those in Connecticut and

the nation as a whole. In fact,

Interstudy health plan survey data

show that between 1997-1998, Rhode

Island health plans’ PMPM expenses

exceeded by 6% those reported by east-

ern Massachusetts plans.

Nevertheless, insurance premiums

are subject to the

competitive pres-

sures of the mar-

ketplace, and

insurers have

charged rates in

Rhode Island

well below those

in Eastern Mas-

sachusetts. The

following table

shows the dis-

juncture between

costs and premi-

ums. At least for

their commercial

products, the

health plans in

Rhode Island

have accepted

premiums well

below the level

which their actu-

aries have determined are necessary to

support the benefits delivered to mem-
bers.

Health plan pricing tends to fol-

low a cycle, with corporate focus tog-

gling between increasing membership/

market share, and increasing financial

reserves/net worth. Generally to at-

tract market share, health plans try to

keep premiums low. Not surprisingly,

the health plan with the greatest gain

in market share probably is offering the

most attractive prices. Yet if/when a

health plan reduces prices too low -

where the revenue will not cover the

costs of medical care for enrollees -

then the plan must either raise premi-

ums or tap into its financial reserves to

pay benefits. Individual insurers will

make that decision based on their own

competitive objectives (e.g., buying

market share) and financial realities

(e.g., declining net worth). The result-

ing S-shaped curve that describes both

premium levels and net worth per

member over time is primarily the re-

sult of this pricing cycle.

Health plans in Rhode Island have

been collecting premiums that are in-

sufficient to support their operating

costs. The market conditions driving

that phenomenon appear to have, at

least temporarily, produced commer-

cial health insurance rates in Rhode

Island that are more attractive than

those in adjoining markets. This po-

tential economic advantage, however,

cannot be sustained as the competitors

remaining in the market are forced to

raise premiums, to assure the continu-

ing financial viability of their plans.
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Partners Health Care HP of RI Care
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Rhode Island
Quality Partners, Inc.

Living Healthy in the New Millennium

Prevention Campaign

Edward Westrick, MD, MS

Rhode Island Quality Partners (RIQP) is proud to con-

tinue as the HCFA-contracted Peer Review Organiza-

tion in Rhode Island. In November we started our new

scope of work, improving health care for Medicare benefi-

ciaries in our state. Over the next three years we will con-

tinue to work with hospitals, health plans, and our other

partners on quality improvement projects and we look for-

ward to a closer working relationship with practicing phy-

sicians. We anticipate additional projects in long term care

and home care settings. Our beneficiary outreach program

will focus on the six national priority topics: myocardial

infarction, heart failure, pneumonia, stroke, diabetes mel-

litus, and breast cancer. We have included an example of a

beneficiary-targeted communication.

The “Living Healthy in the New Millennium” cam-

paign began with the publication of the attached checklist

in the ProvidenceJournal in late November. In addition,

the prevention checklist will be printed and distributed to

senior sites throughout RI, including physician offices, se-

nior centers, churches, and senior housing complexes. As

you can see, your patients should be coming to you for sign

off on the completion of these important preventive ser-

vices. This is a good time to reinforce to your patients the

value of these preventive behaviors. Remember that less

than half of all Rhode Island seniors get a yearly flu shot,

and the number of seniors who have had a pneumonia shot

is even lower. In 1998, less than 25% of all women be-

tween the age of 65 and 74 took advantage of Medicare’s

mammography benefit. In Rhode Island more than 18,000

people age 65 and older have diabetes. Yet less than half of

all people with diabetes have an annual dilated eye exam.

We look forward to working with you over the next

few years to further improve health care for Medicare ben-

eficiaries. There are many ways that you can participate.

For example, in November we held a focus group of physi-

cians and office staff to give us feedback on materials we are

developing. We anticipate the need to convene additional

focus groups over the next few years. We recognize the

value of your time and plan to provide honoraria for par-

Abbreviations Used:

HCFA Health Care Financing

Administration

RIQP Rhode Island Quality Partners

ticipants. As always, we remain open to suggestions and

new ideas. Please feel free to contact me about any ofRIQP’s

projects.
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The analyses upon which this publication is based were per-

formed under Contract Number 500-96-P5 1 9, entitled “Utiliza-

tion and Quality Control Peer Review Organization for the State

of Rhode Island,” sponsored by the Health Care Financing Ad-

ministration, Department of Health and Human Services. The
content of this publication does not necessarily reflect the views

or policies of tbe Department of Health and Human Services,

nor does mention of trade names, commercial products, or orga-

nizations imply endorsement by the U.S. Government.

The author assumes full responsibility for the accuracy and

completeness of the ideas presented. This article is a direct result

of the Health Care Quality Improvement Program initiated by

the Health Care Financing Administration, which has encour-

aged identification of quality improvement projects derived from

analysis of patterns of care, and therefore required no special fund-

ing on the part of this Contractor. Ideas and contributions to the

author concerning experience in engaging with issues presented

are welcomed.
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Rhode Island Quality Partners (RIQP) has developed this convenient prevention checklist to help you

take control of your health in the year 2000. When you have completed all of the preventive services

that apply to you and have gotten your doctor’s / nurse’s signature for each service, please return this

form to RIQP. For your effort and commitment to good health, you will receive a free gift and we

will place your name in a drawing to win $500! Forms must be returned no later than December

31, 2000 to Rhode Island Quality Partners, 9 Hayes Street, Providence, RI 02908.

For Everyone:

Colorectal Cancer Screening

Physician / Nurse Signature:

Date Received:

Flu Shot

Physician / Nurse Signature-

Date Received:

Pneumonia Shot

Physician / Nurse Signature:

Date Received:

For People With Diabetes:

1 1 Hemoglobin Ale Rate

Physician / Nurse Signature:

n Lipid Profile Rate

Physician / Nurse Signature:

Dilated Eye Exam

Eye Care Professional Signature:

For Women:

Q Screening Mammogram
Date Received:

Physician Signature:

(or X-ray Technician)

Please Print:

Your Name:

Street Address:

City/Town:

Zip: Telephone#:.

Date Received:

Date Received:

Date Received:

State: RI

Ifyou have questions regarding any of the

preventive services listed on this checklist,

please talk to your doctor or call toll-free

RIQP’s Medicare Beneficiary Helpline at

1 -800 -662-5028 . More information on

Medicare coverage of preventive services

is available on the Medicare Web site at:

www.medicare.gov.

Rhode Island
Quality Partners, Inc.

Promoting excellence in health care...

This material was prepared by Rhode Island Quality Partners under a contract with the

Health Care Financing Administration. Contents do not necessarily represent HCFA policy.
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o©~ Rhode Island s Cardiac Services Registry 'Qd

MichaelK Dexter, MPA, andJay S. Buechner, PhD

C ardiovascular diseases are increasingly likely to be diag-

nosed and treated with high-technology medical and

surgical procedures. In order to monitor and evaluate the

use of these procedures, the Rhode Island Cardiac Services

Registry (CSR) was established under an agreement between

the Rhode Island Department of Health and the five hospi-

tals in the state offering these procedures (Kent County Me-

morial Hospital, Memorial Hospital ofRhode Island, Miriam

Hospital, Rhode Island Hospital, and Roger Williams Medi-

cal Center). The CSR collected information on the provi-

sion of the following services to adults (ages 18 and older)

from November 1994 through December 1997:

1

)

cardiac catheterization with angiography

2)

percutaneous transluminal coronary angioplasty

(PTCA)

3)

open-heart surgical procedures (primarily coronary

artery bypass grafts, or CABG)

This analysis presents a brief summary of utilization

data for calendar years 1993 - 1997 reported in detail in

the CSR’s annual reports.
1,2 The CSR has also analyzed

and reported data on the outcomes of these procedures in a

separatej^port. 3

Methods
Hospital staff

identified CSR-
covered procedures

from hospital pro-

cedure logs and

abstracted data on

each procedure

from patient medical records for processing by the CSR con-

tractor, Clinical Trials & Surveys, Inc. (C-TASC). Items

collected for each procedure included patient identifiers and

demographic characteristics, risk factors for heart disease,

patient’s symptoms being treated, expected source of pay-

ment, procedural details and results, and patient outcomes.

C-TASC linked procedures performed on the same patients

during multiple hospital admissions and performed all data

analysis from the linked data file.

Results

During the three-year period 1995 - 1997, a total of

17,964 angiographies, 5,955 PTCAs, and 4,685 open-heart

surgeries were performed in the five hospitals offering one

or more of these services. Just under half of patients under-

went diagnostic angiography only, and most of the remain-

der underwent diagnostic angiography followed either by

PTCA or open-heart surgery. (Table 1)

Abbreviations Used:

C-TASC Clinical Trials & Surveys,

Inc.

CABG coronary artery bypass

graft

CSR Cardiac Services Registry

PTCA percutaneous transluminal

coronary angioplasty

Table 1 . Types of Procedures Performed on Cardiac Patients , Rhode Island, 1995 - 1997

1995 1996 1997 Total
Type of Procedure*

N (%) N (%) N (%) N (%)

Angiography Only 2606 (47) 2886 (47) 2817 (45) 8309 (46)

Angiography and PTCA 1340 (24) 1525 (25) 1650 (26) 4515 (25)

Angiography and Surgery 1066 (19) 1214 (20) 1224 (20) 3504 (20)

Angiography, PTCA and Surgery 75 (1) 97 (2) 100 (2) 272 (2)

PTCA Only 169 (3) 149 (2) 144 (2) 462 (3)

Surgery Only 247 (5) 295 (5) 333 (5) 875 (5)

PTCA and Surgery 5 (0) 3 (0) 4 (0) 12 (0)

Total Patients 5508 (100) 6169 (100) 6272 (100) 17949 (100)

Patients may undergo more than one procedure of a type during the course of their treatment.
e.g., repeat angiography.
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Figure 1. Open-Heart Surgeries by Type of Surgery, Rhode Island 1995-1997.

45-54

0PTCA
CABG
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Age Group (Years)

Figure 2. Percutaneous Transluminal Coronary Angioplasty (PTCA) and Coronary Artery Bypass Graft

(CABG) Surgery Procedures per 1,000 Population, by Age Group, Rhode Island, 1995-1997.

Over the three-year period, both the numbers of pro-

cedures and the number of patients undergoing these pro-

cedures increased. The number of patients increased by

13.8% from 1995 to 1997, the number of angiographies

by 15.4%, the number ofPTCAs by 20.4%, and the num-
ber of open heart surgeries by 19.4%. The numbers of

procedures performed increased more rapidly than the num-

ber of patients because the proportion of patients having

more than one procedure increased.

Most of the open-heart surgeries performed were coro-

nary artery bypass graft (CABG) surgeries, either performed

alone or in combination with procedures to repair or re-

place heart valves. (Figure 1) Of the surgeries not involv-

ing CABG, the majority were heart valve procedures.

The two most common interventional procedures,

PTCA and CABG, differed in their rates of performance

among patients of different ages. In all age groups

examined, PTCA was more often performed than

CABG, but among adults ages 44-64, PTCA was

between two and three times more often performed

than CABG. (Figure 2) Among persons ages 65-84,

CABG was nearly as likely to be performed as PTCA.

Overall, the majority of invasive cardiac services were

provided to patients ages 65 years and older, includ-

ing approximately half of all angiographies and

PTCAs and two-thirds of all open-heart surgeries.

Discussion

Several states, including New York, Pennsylva-

nia, and New Jersey, collect statewide data on open-

heart surgery, and at least one state, New York, collects

statewide data on PTCA. These data are used to mea-

sure and publish risk-adjusted mortality rates for each

provider (hospital and physician) performing CABG
and/or PTCA in those states.

During 1994-1997, Rhode Island was the first

state to collect statewide linked data on angiogra-

phy, PTCA, and open-heart surgery. These data have

been published in comprehen-

sive annual utilization reports

and in a report on statewide and

hospital-specific outcomes of

these procedures. 1 '3 Currently,

the Department of Health is

working with hospitals, cardi-

ologists, and cardiac surgeons to

determine the future configura-

tion of a cardiac services regis-

try that will best serve the needs

of the people of Rhode Island.

Michael K. Dexter, MPA, is

AssistantAdministratorfor Com-

munity and Planning Services,

Office ofHealth Systems Devel-

opment.

Jay S. Buechner, PhD, is

Chief, Office ofHealth Statistics, andAssistant Professor ofCom-

munity Health, Brown University School ofMedicine.
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Tobacco Control Report Card:

Rhode Island, 1999
DonaldK Perry, MPA, and Dorothy Darcy, AS, CTR

A s the decade draws to a close, the Rhode Island De-

partment of Health and the Cancer Information Sys-

tem (Hospital Association of Rhode Island) have devel-

oped the following report card to evaluate progress toward

a tobacco-free Rhode Island. The report card looks at trends

in major smoking indicators during the 1990s and high-

lights those areas that require additional efforts. Grades of

A and B indicate progress, C denotes little or no change,

and D and F signal worsening trends. The report utilizes a

variety ofstatewide data sources,
1 -2,3,4,5 including the Rhode

Island Cancer Registry, the Behavioral Risk Factor Surveil-

lance System, the Adolescent Substance Abuse Survey, and

the Youth Risk Behavior Survey.

The data indicate that fewer Rhode Island men are

dying from lung cancer. This outcome parallels the de-

creasing trend in overall cigarette smoking among adults,

which commenced in the 1960s. Quitting or smoking ces-

sation accounts for most of this reduction. Nonetheless,

the decline in overall smoking statewide has decelerated in

recent years, primarily due to an increase in tobacco use

among young adults. The male smoking rate has actually

stabilized during the past decade, which may begin to slow

down the declining trends in lung cancer incidence and

mortality experienced by men in recent years.

Unlike men, Rhode Island women have experienced

higher lung cancer incidence and mortality rates since the

early 1990s. This increase reflects the historical trend that

women began to smoke in substantial numbers much later

than did men. Therefore, women lagged years behind men

in the development of lung cancer and other tobacco-re-

lated diseases. However, female smoking statewide has be-

gun to decline, which should result in fewer cases of lung

cancer and deaths in the future. Despite progress among

both men and women, there remains much room for im-

provement. As role models and influential advisors, health

care providers should enhance efforts to urge smokers to

quit by offering periodic counseling and follow-up. Pro-

viders can also prescribe medications or refer patients to

smoking-cessation programs or self-help products.

In contrast to cessation, smoking prevention is largely

a youth issue, because tobacco use generally commences in

childhood.

Concur-
rent with a

period of massive tobacco industry advertising aimed at

youth, there has been an alarming increase in smoking

among Rhode Island high school students. By 1997, one

out of three adolescents smoked cigarettes, whereas only one

out of five smoked in 1993. Girls continue to smoke at a

slightly higher rate than boys, but both groups have experi-

enced similar increases in smoking overall. Health care pro-

viders, state leaders, local communities, youth organizations,

schools, and parents should increase efforts to prevent our

children from smoking through education, restricted access

to tobacco, counter-advertising, and positive role model-

ing.

Rhode Island data largely mirror national data on to-

bacco use.

Another serious public health concern is exposure to

environmental tobacco smoke (ETS), or secondhand smoke.

Classified as a Group A carcinogen by the U.S. Environ-

mental Protection Agency, ETS poses a severe health dan-

ger. Secondhand smoke is known to cause or exacerbate

lung and throat cancer, emphysema, bronchitis, pneumo-

nia, asthma, and other respiratory diseases. Rhode Island

has had some success in eliminating ETS from public places,

Health Alert

The Rhode Island Department of Health strongly

recommends to parents not to take children into

restaurants that allow smoking . Tobacco smoke
is hazardous to health. It is especially hazard-

ous to the health of children. A list of smoke-

free restaurants in Rhode Island may be

obtained by visiting the Department’s website:

http://www.health.state.ri.us/disprev/assist/

info.htm

Patricia A. Nolan, MD, MPH
Director of Health

Abbreviations Used:

ETS environmental tobacco smoke
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Table 1: Health Burden of Tobacco Smoking by Sex
1991-94 baseline vs. 1995-97 latest

Lung Cancer Incidence Rate Base Rt. Latest Rt Progress

(New Cases of Cancer per 100,000 Population, Age-Adjusted to the 1970 US Pop) Rl Rl Grade

Males 89.9 88.4 C
Females 46.6 51.5 D+

Lung Cancer Mortality Rate Base Rt. Latest Rt Progress

(Cases or Deaths per 100,000 Population, Age-Adjusted to the 1970 US Pop) Rl Rl Grade

Males 77.3 71.1 B

Females 34.0 39.4 D+

Table 2: Tobacco Smoking Cessation among ADULTS by Sex
1991-93 baseline vs. 1996-98 latest

Cigarette Smoking Rate (% of adults over age 18 smoking cigarettes) Base % Latest % Progress

Rl Rl Grade

All Adults (over age 18) 23.7 23.1 C+

Males 25.2 25.0 C
Females 22.4 21.5 B-

Table 3: Tobacco Smoking Prevention among YOUTH by Sex
1993 baseline vs. 1997 latest

Cigarette Smoking Rate (% of youths grades 9-12 smoking cigarettes) Base % Base % Progress

Rl Rl Grade

All Youth (grades 9-12) 21.5 33.8 F

Males 20.2 33.4 F

Females 22.8 34.3 F

Table 4: Exposure to Environmental Tobacco Smoke in Worksites and Restaurants

1995 (Worksites), 1999 (Restaurants)

Type of Location Latest % Progress

Rl Grade

Worksites (highly restrictive of smoking or smoke-free) 85.0 B+

Restaurants (smoke-free) 9.5 C-

especially within the workplace. In 1 995, 85% ofthe State’s

businesses had highly restrictive smoking policies or were

smoke-free.

The status of secondhand smoke in restaurants is less

encouraging. Although the number of smoke free restau-

rants increased from a handful in the early 1990s to ap-

proximately 500 statewide, nine out of ten restaurants still

allow smoking. Children are especially at risk for the harm-

ful respiratory effects of ETS, and within non-smoking

families, children are more likely to be exposed to smoke

in restaurants than anywhere else. For these reasons, the

Department of Health has issued an alert advising par-

ents not to take children into restaurants that allow

smoking. Health providers can take a

lead role in reminding parents of

the dangers that secondhand

smoke presents to their

children.
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fubrnal Btagnoste

Improved Access for Patients or

Health Care Fraud?

Hospital Provision of Office Space to Physicians

Lawrence W. Vernaglia, JD, MPH

Physician X, who has admittingprivileges at HospitalA
and sees inpatients there, leases hospital spacefrom Hospital

A, where he sees many ofthose same patients as outpatients.

The arrangement is convenient. Is it illegal? It depends.

O ne common relationship, the provision of office space by

hospitals to physicians, demonstrates how normal notions

of business are unnaturally subjugated to the arcana of Medi-

care law. This essay discusses those rules and offers the proposi-

tion that they do not necessarily accomplish the public policy

goals envisioned by the legislators.

In deciding to lease space from a hospital, a physician (or

physician group) weighs numerous considerations, including

access to patients, specialists, laboratory services, and hospital

outpatient facilities, as well as the more mundane parking, physical

plant, and infrastructure needs that any tenant must contem-

plate. Hospitals examine whether these physician-staffed loca-

tions should be operated instead by the hospital as a

provider-based outpatient facility and premise, purchased out-

right as hospital-owned physician practices, or rented for profit

to entirely different entities. However, at the core, hospitals, phy-

sicians, and patients benefit when physicians are located close to

the hospital and its outpatient or satellite facilities.

Nevertheless, whenever health care providers have financial

dealings, the relationship must be analyzed under the relevant

federal and state laws governing health care fraud and abuse. In

the case of physicians, these transactions must also be evaluated

for compliance with the Stark II physician self-referral law.

Stark II

Section 1877 ofthe Social Security Act (the “SSA”) prohib-

its a physician from referring patients to an entity with which s/

he has a direct or indirect financial relationship (either through

ownership or compensation) for the provision of certain “desig-

nated health services” covered by Medicare or Medicaid (“Stark

II” or the “Stark Law”). The Stark Law creates a perse prohibi-

tion on physician referrals to such entities for designated health

services unless certain exceptions are met. Although the Health

Care Financing Administration (HCFA) has published final regu-

lations to the so-called Stark I Law (which was similar to Stark II

except that it applied only to clinical laboratory service referrals,

not to all designated health services), it has not published final

rules under Stark II. HCFA has published a Proposed Rule

under Stark II.
1

Providers are not required to follow the

Proposed Rule, but advisors caution that the Proposed Rule

demonstrates HCFA’s current thinking on Stark II.

Regardless of the amount of rent paid, the transfer of

the office space to the physician, and the payment of rent by

the physician to the hospital, can constitute a direct or indi-

rect compensation relationship - thus triggering the Stark

Law.

If the Stark Law implicates the transaction, unless the

financial relationship fits within an exception, the physician

may make no reimbursed referrals for “designated health ser-

vices.” Hospitals commonly provide “designated health ser-

vices” (clinical laboratory services; physical therapy;

occupational therapy; radiology, including MRI, CT scans,

and ultrasound; radiation therapy; DME; parenteral and

enteral nutrients, prosthetics, orthotics, and prosthetic de-

vices; inpatient and outpatient hospital services; and, occa-

sionally, home health services and outpatient prescription

drugs.
2

) In other words, unless a financial relationship meets

an exception, a hospital may not be reimbursed for any of

these services when referred by a physician with the financial

relationship. Additionally, violators may be subject to civil

penalties ofup to $15,000 per claim and $100,000 for “cir-

cumvention schemes” designed to get around the statute, as

well as exclusion from the Medicare and Medicaid programs.

The Stark Law has always included an exception for

certain arrangements for rental of office space. In introduc-

ing his bill, California Congressman Fortney “Pete” Stark

explained that “[b]y providing this exception, the bill ac-

commodates legitimate concerns about patient conve-

nience.”
3 This exception can be satisfied, however, only if

the lease meets all of the following criteria:

1 ) the lease is set out in writing, signed by the parties, and

specifies the premises covered;

2) the space leased does not exceed that which is “reason-

able and necessary for the legitimate business purposes”

of the lease and is used exclusively by the lessee, except

that the lessee may make payments for the use ofcom-

mon areas if such payments do not exceed the lessees

pro rata share of expenses;
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3) the lease has a term of at least 1 year;

4) the rent is set in advance, consistent with “fair market

value,” and not determined in a manner that takes into

account the volume or value of any referrals or other

business generated between the parties; and

5) the lease would be commercially reasonable even if no

referrals were made between the parties.
4

The one-year lease rule prohibits most at-will tenancies

by a physician where a hospital or hospital-related entity is the

landlord. This requirement will also likely be interpreted by

HCFA to preclude provisions for early ter-

mination without cause. Although termi-

nation without cause after the first year of

the term is not clearly out of compliance

at this time, after HCFA finalizes the Stark

II regulations later this year they likely will

be. Early termination for “good cause”

should remain appropriate. 5

The method ofdetermining the rental

payments is also critical, and departs from

traditional landlord-tenant relationships.

The rent must be for “fair market value”

and may not exceed that which any other

tenant would pay for the same space - even

though a physician may value the location

more in light of its proximity to the hospi-

tal. Fair market value appraisals from local realtors are reason-

ably reliable indicators of prevailing market rents, and should

be received in writing. Unlike the relevant safe harbor to the

anti-kickback laws, discussed below, rents may fluctuate based

on a predetermined formula. Such formulae may take into

account uncertain maintenance costs, insurance, taxes, or us-

age of the space. Rents based on percentages of profit or bill-

ings may not meet the exception and could also violate the

anti-kickback laws or general prohibitions on fee splitting.

Anti-kickback Laws
Ifthe Stark Law does not apply or, if it does, an exception

is met, then the next question is whether the transaction would

be illegal under federal or state anti-kickback laws. Unlike the

Stark Law, the federal anti-kickback statute and the Rhode

Island Patient Protection Act are criminal laws. Consequendy,

it is more difficult to prove a violation. Also, a finding ofguilt

requires proof of criminal intent.

These statutes make it illegal to knowingly or willfully

pay or receive any remuneration (including any kickback, bribe,

or rebate) direcdy or indirectly, overdy or coverdy, in cash or

in kind for referring patients or for arranging for, or recom-

mending the ordering of, any services payable under a federal

health care program.6 The Rhode Island Patient Protection

Act prohibits the same activities but is an “all payor” statute,

thus triggering penalties for violators who refer patients for

services reimbursable by private payors.
7 Violation ofthe anti-

kickback laws can be punishable by substantial fines as well as

prison sentences, program exclusion, and professional license

revocation.

Unlike the Stark Law, a relationship that appears to meet

the criteria in the anti-kickback laws is not necessarily illegal.

This is because a violation must include the requisite criminal

intent. Likewise, if a “safe harbor” is not met, or is met only in

part, the transaction is not necessarily illegal; whereas a Stark

Law exception must be met for billing to be permissible. In

evaluating office leases, the argument could be made that ex-

cessive rent charged to the physician is a kickback from the

physician to the hospital to induce referrals to the physician,

and that below-market rent (or no rent at all) is remuneration

from the hospital to induce the physician

to refer patients to the hospital.

Congress and the Office of the In-

spector General established safe harbors

and exceptions to the anti-kickback stat-

ute, which can shield a relationship from

liability on both the state and federal level.

There is a parallel anti-kickback safe har-

bor for space rental that is similar to the

Stark Law exception. This safe harbor is

roughly the same as the exception except

that the aggregate rental payments must

be set in advance, as opposed to the com-

parable Stark Law exception that permits

variable or “per click” rental payments.

Therefore, to meet the safe harbor, the to-
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cal rent paid must be determined at the beginning ofthe rental

period. Again, failure to meet the safe harbor does not mean

that the lease is illegal, only that the arrangement will not en-

joy the shelter of the safe harbor.

Commentary
Is it reasonable to require physicians and hospitals to meet

such rigid requirements in establishing office space relation-

ships? Even Pete Stark acknowledged that patients benefit

from having their doctors at the same location as the hospital

that may provide laboratory, x-ray or other outpatient services.

Additionally, the proximity of the doctor to the hospital may

permit faster response in emergencies. The constraints placed

on these leases make bargaining more protracted and rents

artificially depressed when many hospitals are having a diffi-

cult time simply covering their operating costs. But regula-

tors and Congress are concerned that the presence of the

financial relationship between the parties could cloud their

judgments and cause patients to be referred for unnecessary,

costly, painful or even dangerous tests without sound medical

justification.

One might ask whether there are not more efficient meth-

ods of policing the evils these laws are designed to prevent

without imposing such requirements. For example, hospital

medical staffs, the Board ofMedical Licensure and Discipline,

PRO, or patient advocates are far better safeguards to prevent

the impairment of physician objectivity by the profit motive.

Nevertheless, hospitals and physicians should be conscious of

the laws that regulate their relationships. In the meantime, the

industry should consider approaching Congress and the regu-

lators to seek the reform of the more onerous and unreason-

able requirements.
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Rhode Island Monthly

Vital Statistics Report

Provisional Occurrence Data

from the

Division of Vital Records

Edited by Roberta A. Chevoya

Reporting Period

Jan.

1999
12 Months Ending with Jan. 1999

Number (a) Number (a) Rates (b) YPLL (c)

Diseases of the Heart 302 3,090 312.1 3,648.5

Malignant Neoplasms 238 2,495 252.0 6,575.5**

Cerebrovascular Diseases 57 590 59.6 823.5

Injuries (Accident/Suicide/Homicide) 31 361 36.5 6,857.5

COPD 53 445 44.9 352.5

Reporting Period

July

1999
12 Months Ending with

July 1999

Number Number Rates

Live Births 1,050 13,280 13.4*

Deaths 863 9,798 9.9*

Infant Deaths (5) (84) 6.3#

Neonatal deaths (4) (64) 4.8#

Marriages 928 7,667 7.7*

Divorces 185 3,030 3.1*

Induced Terminations 395 4,820 363.0#

Spontaneous Fetal Deaths 98 1,032 77.7#

Under 20 weeks gestation (94) (959) 72.2#

20+ weeks gestation (4) (73) 5.5#

‘‘Excludes one death of unknown age

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of

990,225

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode

Island for the reporting periods listed above. Monthly provi-

sional totals should be analyzed with caution because the num-

bers may be small and subject to seasonal variation.

* Rates per 1,000 estimated population

# Rates per 1 ,000 live births
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Ninety Years Ago
5^ [January, 1910]

Fifty Years Ago
[January, 1950] ^

I
n “The Treatment ofTuberculosis,” Jay Perkins, MD, de-

cried the enthusiasm - bordering on fads - for single strat-

egies. For instance, he valued fresh air (“Nature first created

an atmosphere about the earth and then created a human
being to live in that atmosphere... Hence.. .the air as it is

found free in nature is the proper air to breathe... Nature did

not give the atmosphere as found in ... unventilated sleeping

rooms, factories, workshops, schools, ... or overheated living

rooms.”) Yet he pointed out the dangers of cold air. Simi-

larly, he stressed proper nourishment, but warned, “Many
digestions have been ruined simply by the fetish of milk and

eggs.” As for rest, he cited excessive rest, with insufficient

exercise, as “one of the failures of sanitarium treatment”:

patients were discharged home cured of their disease, but

“incurable as to their value to society, all through the exag-

geration of the rest cure.”

F.P. Gorham, PhD, explained the state’s decision to test

cows for bovine tuberculosis in “A Clean Milk Supply for

the State Sanitarium.” Burrillville dairy farmers Messrs. T.H.

and A.E. Sweet supplied the Wallum Lake facility with milk,

which the state had judged ofhigh quality. The cows, though,

had not been given a tuberculin test, in part because experts

differed on the need (some believed that bovine tuberculosis

was only rarely passed to humans; others, that 23% of all

human tuberculosis came from infected cows), in part be-

cause farmers feared the loss of as many as three-quarters of

their herds. In September the state decided to submit all

cows to the tuberculin test. October 26, the state Veterinar-

ian tested Messrs. Sweet’s 46 cows. Twenty-six tested posi-

tive; on autopsy, every one was infected. Dr. Gorham
concluded, “....whether the milk from tuberculous cattle is a

factor in the spread ofhuman tuberculosis or not, none ofus

wants to use. ..milk from sick cows.”

In the public schools, a physician examined children

and generally referred those who needed care to a hospital.

The Medical Society Committee on Medical School Inspec-

tion polled members on the practice. Of 106 physicians

surveyed, 55 wanted to discontinue the practice; and 15 “so

qualified their yes as to make it a negative.” Forty-five re-

ported that they lost patients. One member wanted only

“the abject poor” to be referred to the hospital. He objected,

moreover, to nurses doing anything remotely medical: “As

for a nurse expressing an opinion as to the treatment or giv-

ing advice or instruction, she should be dismissed at once.”

P hysicians from a a small primary care group practice (John

Fallon, James Brosnan, William G. Moran, John Meyers,

Elizabeth Fletcher) described “Endometriosis: A Report of400

Cases” - a condition they concluded was “widespread,” with

extraordinary variation in type (“We have seen gastric, chole-

cystic, and appendiceal as well as the common intestinal le-

sions”). The authors discussed differing perceptions of the

importance of endometriosis (“One asks, ‘What’s a little en-

dometriosis among friends?’ Another castrates every patient.”).

In “Metastatic Calcification and Renal Failure Following

Ertron Therapy in an Aged Arthritic,” Harry Hecker, MD, traced

the first use ofertron in patients with arthritis to a chance discov-

ery: a patient treated with vitamin D for an allergy experienced

alleviation of his arthritis. The therapy, though, had toxic ef-

fects. In this case, a 70 year-old man had for four years suffered

from “arthritis of the upper extremities and ankles, with defor-

mities of the hand. ” He was treated with 12 capsules of Ertron

(50,000 units/capsule) a day for months, then 6 daily for over a

year. He was admitted to the hospital with widespread calcifica-

tions in various soft tissues and “haziness” over the right lung.

After 13 days of penicillin, his lung x-rays were clear.

In “Aureomycin in the Treatment of Pemphigus,” Peter J.

Mathieu, MD, discussed the treatment of a 76 year-old sales-

man, who entered the dermatological service at Rhode Island

Hospital “with a bullous eruption involving the entire body sur-

face.” His skin had been clear until 6 months previously. Treat-

ment consisted first of306 roentgen units over 6 days, 3 grams

sulfapyridine daily for 5 days, and .25 gram acetarsone for 1 day.

The man did not improve. Subsequent treatments included a

paraffin spray applied to the body 3 times a day for 1 1 days, 2%
gentian violet in water injected into the bullae, a high protein

pureed diet, and 3 milligram tablets (50,000 units) Vitamin D
daily. Again, the padent did not improve. Physicians then started

aureomycin: 1 gram by mouth every 6 hours for 24 hours, gradu-

ally decreasing. After 1 3 days the bullae had disappeared. After

16 days the patient was radonal, alert, with appetite restored.

Physicians stopped the aureomycin. Bullae reappeared. Therapy

resumed. Bullae disappeared. And re-appeared when therapy

stopped. As an alternate, the patient was put on chloromycetin,

but showed no remission. Finally, “following 98 days of hospi-

talization, padent was discharged to a convalescent home in good

health,” on a maintenance dose of8 capsules ofaureomycin daily.

The padent felt fine.

An editorial explained the AMA decision to assess

members of the Association $25, after 100 years “without any

financial obligation to the parent body.”

Vol. 83 No. 1 January 2000
29



Twenty Five Years Ago
5** [January, 1975

] ^
I

n “Message from the Dean,” Stanely M. Aronson, MD, dis-

cussed “CME Resources for the Practicing Rhode Island Phy-

sician.” The Rhode Island Health Science Education Council,

Brown University, and the Rhode Island Medical Society had

formed an integrative unit for CME. Its Coordinating Com-
mittee had begun to hire staff and set up an office.

Hannibal Hamlin, MD, in “A Look at Romanian Health

Care Organization-Education-Practice,” commented on his

federal HEW-funded trip. He found “...despite conflicting

political ideologies and major societal differences over health-

care organization and delivery in [Romania] and US, the ma-

jority of [professionals]...seem committed to what could be

accepted as a Galenic axiom. Sana aegros quam optime (Heal

the sick as best you can.)

Chong Kong, a Brown University medical student, con-

tributed “Cystinosis: Review,” a discussion of intracellular de-

posits resulting in renal damage and ultimately in uremia, “a

rare hereditary disorder.”

Sewell J. Kahn, MD, contributed “The Nephrotic Syn-

drome,” discussing the diagnosis, presentation, and therapy.

An editorial (“Health Care Crisis”) cautioned that “Radi-

cal change is long overdue” for malpractice insurance. In New
York state, one insurer withdrew from the market, and a new

one wanted a rate increase of 196.8%, “effective immediately.”

The editorial noted, “It is possible for a new orthopedic sur-

geon to be faced with paying more insurance premiums in his

first year than he could earn in his first few years of practice.”

(The New York State Insurance Commissioner had suspended

the new rates, pending a hearing.) The problem was looming

in 7 other states.
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JUST BECAUSE EVERYONE IN THE STATE

NEEDS WORKERS’ COMPENSATION COVERAGE
DOESN’T MEAN THAT YOU HAVE TO GO TO
JUST ANYONE IN THE STATE TO GET IT.

Notice to all physicians: mandatory Workers’

Compensation Insurance. Every business in Rhode Island

with four or more employees, full or part-time, is now

required to have Workers' Compensation Insurance,

predominately with one carrier. This means that those

private practices without coverage will need to get it, and

those with an alternative source of Workers’ Compensation

will need to switch at time of renewal. Because the RI

Department of Labor is now enforcing this legislation with

on-site inspections and the possibility of fines or worse - we

at RIMS IBC would like to encourage you to contact us

immediately. After all, what better partner to guide you

through the intricacies of Workers’ Compensation Coverage

than your healthcare insurance professionals at IBC.

Most of you already know us for friendly, informed

service and timely advice on Malpractice, Health, Life and

Disability Plans customized to your needs. Now you can

benefit from our extensive experience with healthcare

coverage combined with our detailed knowledge of these

new requirements. In this way, we can help you adhere to

all regulations, eliminate unnecessary premiums while

maximizing your insurance protection. Please take this step

today to avoid unncessary headaches: call IBC at 272-1050.

RIMS Insurance Brokerage Corporation

One Hayes Street • Providence, Rhode Island 02908

Phone (401) 272-1050 • Fax (401) 272-1051 • Rl Toll Free 800-559-6711



office space: $20,000

labcoat

box of

tongue depressors: $12

medical school: a fortune

|^|

ORCAL won’t put a price tag on

your reputation. We rigorously defend cases

deemed medically defensible - even if settling a

claim may be more economical. Our innovative

program to seek reimbursement of fees for

unsubstantial claims is just one reason we’ve

earned a reputation for aggressively defending

policyholders.

What ’s more, at a time when everything

seems to come with a price tag, our policy-

holders appreciate the comprehensive risk man-

agement services and free CME courses included

in the cost of every policy.

You’ve worked hard to get where you are,

NORCAL works hard to keep you there.

Our reputation depends upon it.

Telephone RIMS Insurance Brokerage Corp. at

401-272-1050 or Norcal at 800-652-1051.

price tag on your reputation

we won t put a

NORCAL
Mutual Insurance Company

800 - 652-1051
www.norcalmutual.com
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I Network

To reserve patient appointments with the

Rhode Island MRI Network, call:

401-435-4100 or 800-284-2860

We have ways to schedule MRI

for your patients:

1.

2.

3.

Today.
Emergency MR I's are rare, but when the

need arises we can handle it. Any time,

any day, we'll get your patient in.

Tomorrow.
With extended hours and ten locations,

we can almost always book an exam

within 24 hours.

At the patient’s
convenience.
Most patients want to fit the MRI exam

into their busy schedules. Whether that

means early morning, midday or evening

- weekdays or weekends - we can give

them convenient appointments.

We have ten MRI locations:

Kent County Memorial Hospital

Landmark Medical Center

Memorial Hospital ofRI

Newport Hospital

Our Lady ofFatima Hospital

Rhode Island Hospital

Roger Williams Medical Center

South County Hospital

The Miriam Hospital

The Westerly Hospital
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No Brainer

As you see, there are no articles on

boxing injuries in this issue de-

voted to sports injuries. This is because

sports medicine specialists don’t treat

most boxing injuries. Most boxing

injuries are in the domains of neurol-

ogy and neurosurgery. Boxing is the

only popular sport in which the sole

aim is to injure the opponent, prefer-

ably by “knockout,” which obviously

means concussion. Blows to the head

are never a good thing for the brain,

other than for that rare “learning ex-

perience.” To subject one’s brain to re-

peated blows requires a good reason.

Apologies for boxing invariably

focus on the economic aspects. Poor

and emotionally troubled youths are

given a theoretical ticket out of their

poverty. The truth, of course, is that

earning this ticket is not much more

likely than winning a lottery, but re-

quires years of effort, physical suffer-

ing and an almost impossible

handicapped contest with a corrupt

and venal establishment. It is a rare

individual who makes it through in-

tact.

to fit, seemingly healthy boxers. We
see cases like Stephan Johnson, a young

man ruled unsafe to box in one state

but safe to box in New Jersey, where

he died as the result of head injuries

from a boxing match. After all, box-

ing is good for casinos and casinos are

good for New Jersey, or at least some

people in New Jersey.

The major neurological sequelae

of boxing are not acute. They occur

many years later. Dementia pugilistica

is not a diagnosis relegated to histori-

cal interest. It is becoming less com-

mon with some regulation of the

boxing industry but it still occurs and

is, like most brain insults, untreatable.

It has become an interesting research

focus as certain risk factors, like the apo

E 4 gene, which is a risk factor for

Alzheimer’s disease, has been found to

also be a risk factor for this condition.

But can you imagine a boxing commis-

sion reducing the number of matches

of a boxer based on genetic testing?

More interesting still is the fact that

dementia pugilistica is a progressive

disorder that begins and then worsens

years after the last blow to the head.

That is, repeated head blows,

subconcussive as well as concussive,

trigger a cascade of events culminating

decades later in a progressive

neurodegenerative disorder. Generally

when we find the causes for diseases

we try to stop them.

In a Woody Allen movie a charac-

ter, when threatened with a brain pro-

cedure, declared that the brain, “is my
second most favorite organ.” It might

even be number one for many, certainly

near the top for all of us. It would be

appropriate as this “decade ofthe brain”

ends that we take a tiny stride forward

in defense ofhealthy brains by banning

this sport before too many more lives

are damaged.

-Joseph H. Friedman, MD

AWondrous Thing, a Ray ofHope
The risks are real. While it is rare

for a boxer to die as the result of an

acute brain injury, it does occur, even

How did it happen ? How was the

miraculous discovery of X-rays

accomplished? It happened, say some

history books, as a stroke of luck be-

cause a tenacious physicist was color-

blind. Perhaps, but luck - or chance -

as Pasteur once observed, selectively

favors the prepared mind.

Wilhelm Konrad von Roentgen

was born in the west German village

of Lennep, in the year 1845, the off-

spring of a well-established mercantile

family, a branch of which had been

famed for its excellence in furniture

manufacture. [One ancestor was cabi-

net-maker to Marie Antoinette.]

Shortly after Wilhelm’s birth the fam-

ily moved to Holland, where he lived

until college age. He then attended the

eminent technical institute in Zurich

where, decades later, Einstein was simi-

larly educated. After receiving his doc-

torate degree, Roentgen held a

succession of academic posts in Ger-

many until 1885, when he was ap-

pointed Director of the Physical

Institute of Wurzberg University, Ba-

varia.

Roentgen was described as a tire-

less, some said compulsive, experimen-

talist. His personal laboratory was on

the floor directly below his living quar-

Medicine and Health / Rhode Island



ters and he customarily adjourned to his research activities

immediately after each evening meal.

In the later decades of the 1 9th Century, German physi-

cists had been exploring the potentialities of a newly in-

vented contrivance called the cathode ray tube. When
activated, it emitted invisible rays [later shown to be streams

of electrons] which affected certain measuring instruments.

These cathode rays were capable of travelling almost a meter.

Roentgen had built his own cathode ray tube powered

by a pulsating electrical current amplified by a large induc-

tion coil. Prior investigators had demonstrated that when a

flat plate, coated with a barium platinocyanide compound,

was exposed to an activated cathode ray tube, it glowed

with a curious greenish flourescence. Roentgen, color-blind,

could not discern the faint green emanating from the

barium-coated plate. Accordingly, on the evening of No-

vember 8, 1 895, he darkened his laboratory completely, even

surrounding his cathode ray tube with black cardboard, thus

making it light-tight. On the laboratory table, more than

two meters from the activated cathode ray tube, lay a scrap

of paper upon which a graduate student had, in an idle

moment, painted the initial “A” using a barium solution.

To Roentgen’s astonishment, the letter “A” now glowed viv-

idly in the darkness despite the cardboard barriers which

should have blocked any conventional light rays and de-

spite its considerable distance from the cathode ray tube.

Roentgen then directed his energies to determine the

nature of his unique discovery, spending weeks in his labo-

ratory without respite. He ascertained, first, that the mys-

terious rays which caused the barium plate to glow were

distinguishable from cathode rays. Furthermore, these mys-

terious rays [he was, at first, unable to characterize their

physical nature and hence he called them “X” rays] easily

penetrated dense objects such as wood, books, playing cards

and even thin sheets of metal; but not all metals. He noted

that lead, beyond a certain thickness, blocked the passage

ofX-rays. These newly discovered rays shared certain prop-

erties with visible light: Both types of ray, for example, could

darken photographic film. But, in contrast to visible light,

X-rays could be neither reflected nor refracted. And they

differed from cathode rays in being indifferent to the forces

of magnetism. To Roentgen’s astonishment, when X-rays

were allowed to radiate a closed wooden box containing

various metallic objects, the activated barium plate revealed

the outlines of these inner objects; and, if a photographic

film were substituted for the fluorescent plate, a permanent

record of these metal objects could be made. A few days

before Christmas of 1895, Roentgen invited his wife, Ber-

tha, into the laboratory to inspect his discovery. He inter-

posed Bertha’s hand between the X-ray source and an

unexposed photographic plate. The resulting picture - now
immortalized in countless medical texts - showed not only

the bold outline of Bertha’s wedding ring but also the con-

tours of her underlying hand bones.

Within days, Roentgen submitted a brief descriptive

paper to a scientific journal; and to his amazement, the news

of his serendipitous discovery moved swiftly from the inti-

mate community of academic physicists to the general pub-

lic, with electrifying results. Newspapers around the world

heralded the discovery and its obvious implications for di-

agnostic medicine. The New York Times declared it to be an

invention of unparalleled significance. Rarely in the history

ofscientific progress had an arcane laboratory finding moved

so rapidly to the realm of practical application. By Febru-

ary 22, 1896, fifty days after Roentgen’s first publication,

the British medical journal, Lancet, published a paper urg-

ing surgeons to use X-rays to locate bullets. It was indeed

no exaggeration when historians pronounced Roentgen’s

discovery to be the equal of such 19th Century advances as

the newly established science of bacteriology, the invention

of inhalant anesthesia and the devising of effective vaccines.

But the advent of X-rays led also to bizarre proposals

and baseless anxieties. Some urged that X-rays be employed

to clarify the location and characteristics of the human soul.

Others, of a modest nature, feared that the penetrating X-

rays might invade their privacy, perhaps involuntarily ex-

posing their feral passions. One haberdasher in late Victorian

London even advertised underclothing that blocked the in-

quisitive probings of X-rays.

Within five years of this monumental discovery, crude

X-ray machines were constructed in many nations. In the

United States the resulting films were called skiagrams [from

the Greek, meaning shadow-pictures.] In the Spanish-Ameri-

can War, military surgeons were using X-rays to disclose the

locations of penetrating bullet fragments.

Roentgen was awarded the very first Nobel prize in

physics in 1901. He quietly continued investigations of his

mysterious rays for another 22 years. His life’s companion,

Bertha, died in 1922 and a grieving Roentgen passed away

shortly thereafter.

Because a color-blind Roentgen could not discern a faint

greenish glow in subdued light, he repeated his experiments

in a totally darkened room. But it was his alert, prepared

mind as much as luck that allowed him to convert a chance

observation into the discovery of a heretofore unrecognized

form of ray. These Roentgen rays had the unique property

of exhibiting, on photographic plates, the relative densities

of the opaque objects through which they passed; and

medicine’s capacity to identify internal disease then took a

giant step forward.
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Arrhythmias in Athletes

Arrhythmias in athletes represent

a particularly challenging aspect

of cardiovascular medicine. Al-

though occasionally the athlete may have

a personal or family history ofcardiovas-

cular disease, in the majority of cases

tachyarrhythmia disorders develop 1
'3

because a condition already existent be-

comes manifest due to sport activities (i.e.

a concealed accessory pathway is the

cause for paroxysmal supraventricular

tachycardia). Or the athlete may become

symptomadc due to more specific patho-

physiologic changes related to intense

exercise.
1 Sudden cardiac death occur-

ring during athletic performances, in in-

dividuals who are in top shape, remains

the most feared and terrifying aspect of

arrhythmias in athletes.

Symptoms, Preexisting Condi-

tion, Family History

The three main cardiovascular

symptoms that require concern are pal-

pitations, syncope, and chest pain. Al-

though the relation between symptoms

and exertion is obviously important, their

occurrence at rest should not be ignored.

Palpitations caused by premature ven-

tricular contractions often decrease dur-

ing exertion only to reappear during

recovery, or patients may be symptom-

atic while resting in the late evening.

Supraventricular tachycardia can occur

during exertion, but in most patients,

brief or prolonged episodes of tachycar-

dia will also occur at rest. Syncope (de-

fined as loss ofconsciousness and postural

tone, with spontaneous and complete

recovery after a briefduration) ofcardiac

origin represents a difficult problem, es-

pecially in the athlete. Patients with the

common faint (vaso-vagal, neurocardio-

genic syncope) usually have a remote his-

tory of syncope; it is often recurrent and

fairly characteristic in its presentation. In

these patients, syncope can be exercise-

induced but more commonly will occur

following peak exertion. Most impor-

tantly in all patients with syncope,

neurocardiogenic syncope remains a di-

Robert Lemery, MD

agnosis ofexclusion. Every effort should

be made, by the detailed history, physi-

cal examination and noninvasive work-

up, to exclude any underlying cardiac

arrhythmia. Chest pain, either typical

or atypical in its presentation, can be

caused by myocardial ischemia related

either to insufficient supply (coronary

atherosclerosis or congenital coronary

anomaly) or increased demand or other

reasons (cardiomyopathies, ventricular

hypertrophy, or valvular heart disease).

Congenital heart block is usually associ-

ated with resting junctional bradycardia,

but there is usually an excellent increase

in junctional rate with exertion. These

patients may become symptomatic or

develop compensatory cardiac dilatation

and/or abnormalities of the QT inter-

val.

Assessment of risk factors should

also be included in the patients evalua-

tion. Significant disorders of lipid me-

tabolism may induce obvious

dermatological abnormalities such as

xanthomas, i.e. cholesterol-filled nodules

either seen subcutaneously or over ten-

dons. A family history ofsudden cardiac

death, especially under 50 years of age,

increases the likelihood that the patient

may be at increased risk ofischemic heart

disease, hypertrophic cardiomyopathy or

other cardiovascular disorders.

Gender and Race
Female athletes, compared with

male athletes, have a significantly lower

risk of sudden cardiac death.
1 Multiple

explanations include: the lower incidence

ofunderlying heart disease (hypertrophic

cardiomyopathy, ischemic heart disease),

the fewer females involved in competi-

tive sports, possibly protective effects of

estrogen or relative lack of testosterone,

and lesser amounts of cardiac dilatation

or hypertrophy caused by exercise. Fe-

male athletes who present with symp-

tomatic tachycardia or syncope require

the same evaluation and treatment as in

males. In addition, particular emphasis

in the history should be given to men-

Abbreviations Used:

ECG electrocardiogram

QT Q-T interval

SVT supraventricular

tachycardia

VT ventricular tachycardia

WPW Wolff-Parkinson White

Syndrome

strual periods. Excessive blood loss can

lead to anemia; amenorrhea may be re-

lated to weight loss, which can be exac-

erbated by fasting or diet pills, with risk

of repolarization abnormalities and car-

diac arrhythmias.

Black athletes may be at increased

risk ofsudden cardiac death, 1 due to the

occurrence of hypertrophic cardiomy-

opathy or left ventricular hypertrophy

caused by hypertension.

Supraventricular Arrhythmias
Supraventricular tachycardia (SVT)

with a normal resting 12-lead ECG is

caused by atrioventricular nodal reentry

in 60% of cases, by atrioventricular re-

entry caused by concealed (i.e. not mani-

fest on the 1 2-lead ECG - no delta wave)

accessory pathway in 30%, while atrial

tachycardia occurs in approximately

10%. Enhanced adrenergic tone associ-

ated with exertion can be a particularly

strong stimulus for tachycardia induction

(the equivalent ofadministrating isopro-

terenol to provoke SVT in the electro-

physiology laboratory). In fact, the rate

of tachycardia under isoproterenol has

been shown to be similar to the rate of

the actual clinical tachycardia.
4

Palpita-

tions, chest pain, shortness ofbreath and

syncope can all occur. Tachycardia typi-

cally terminates either spontaneously,

following Valsalva maneuvers, or after

intravenous adenosine or verapamil (in

atrial tachycardia, intravenous beta

blockers or calcium blockers are gener-

ally required).

Medicine and Health / Rhode Island



Wolff-Parkinson White
Syndrome (WPW)

Athletes with WPW can also de-

velop atrioventricular reentry tachycar-

dia, as outlined above, requiring the same

therapeutic approaches. However, the

important distinction in patients with

WPW is the potential for rapid conduc-

tion over two pathways (the normal atrio-

ventricular node and the accessory

pathway). Because patients withWPW
are at increased risk of developing atrial

fibrillation,
5
athletic performances that

usually result in an increase in catechola-

mines may lead to enhanced atrioven-

tricular conduction, as well as a decrease

in the refractory period and increase in

1 : 1 conduction over the accessory path-

way. These factors can cause tremen-

dously rapid ventricular rates during atrial

fibrillation, and specific groups of pa-

tients with WPW have been identified

who are at high risk for developing ven-

tricular fibrillation (shortest R-R inter-

val of pre-excited beats < 200-250 msec,

patients with multiple accessory path-

ways and, to a certain extent, persistence

of pre-excitation during non-invasive

testing or administration of a class LA

antiarrhythmic agent).

Atrial Fibrillation or Flutter

(Not Related to WPW)
Paroxysmal atrial fibrillation, gen-

erally called lone atrial fibrillation when

there is no underlying heart disease, or

atrial flutter, can be a great nuisance to

the athlete. Often, the precise initiating

mechanism is unclear, i.e. whether the

episodes are vaguely mediated, or occur

following a sympathetic surge. Gener-

ally, patients are symptomatic or their

performances are sub-par. Most patients

have spontaneous conversion to sinus

rhythm, but pharmacological or electri-

cal DC cardioversion may be required.

In addition, warfarin, given to prevent

cardiac thrombus formation, may be as-

sociated with an increased risk of bleed-

ing complications related to trauma

during exercise activities.

Treatment of Supraventricu-

lar Arrhythmias
There are three main limitations to

use of antiarrhythmic agents to prevent

supraventricular arrhythmias. First, the

side effects ofthese agents, especially beta

blockers, on exercise performance are a

real concern for the athlete. Second, the

favorable effects ofantiarrhythmic agents

are often reversed or negated by enhanced

adrenergic tone, so that the athlete may

not be protected when he most needs it,

i.e. during exercise. Finally, the rate de-

pendency of antiarrhythmic agents,
6

i.e.

their increased effects when the heart rate

increases, can increase the risk of pro-ar-

rhythmia6,7 (which may result in ven-

tricular tachycardia or ventricular

fibrillation). Radiofrequency ablation

remains the treatment of choice in the

symptomatic athlete with supraventricu-

lar arrhythmias, and is also occasionally

indicated in the asymptomatic athlete

(example, presence ofa delta wave on the

resting ECG without associated symp-

toms but with characteristics for rapid

ventricular conduction). Hopefully, new

approaches to radiofrequency ablation of

atrial fibrillation, by targeting the focal

areas responsible for initiating atrial fi-

brillation (usually atrial premature beats

originating in the pulmonary veins), will

help decrease the morbidity associated

with atrial fibrillation.

Ventricular Arrhythmias
(Non-Ischemic Related Disor-

ders)

Premature ventricular extrasystoles

and non-sustained ventricular tachycar-

dia (VT) can occur in the normal heart.
8

Most often, when the patient is asymp-

tomatic, reassurance alone is sufficient.

However, in the athlete ventricular

arrhythmias associated with or without

symptoms represent a difficult problem

because of the risk of sudden cardiac

death. In many cases, the resting 12-lead

ECG is abnormal and the 2-D

echocardiogram may show chamber en-

largement. During assessment of ven-

tricular ectopy, the morphology, rate and

duration of extrasystoles are important

and may help guide the approach to

therapy.

Ventricular Extrasystoles

Showing a Left Bundle
Branch Block Appearance in

VI
In most of these patients, ventricu-

lar extrasystoles originate from the right

ventricle. In the so-called benign form

ofVT8
the ventricular extrasystoles orVT

usually show an inferior axis and short

repetitive runs are often present, typically

with a gradual increase in the cycle length

ofVT (slower rate during the latter beats

ofVT). In patients who do not have an

inferior axis, and in whom VT is more

sustained and often more rapid,

arrhythmogenic right ventricular dyspla-

sia should be ruled out.
9 10 This can be

difficult in some patients, but most of-

ten abnormalities of repolarization are

present in the precordial leads VI -V3,

showing an epsilon wave on rare occa-

sions, or more commonly T-wave inver-

sion. The 2-D echocardiogram or the

MRI may show abnormalities ofthe right

ventricle, including enlargement, wall

thinning and saccular aneurysms. The

majority ofpatients with arrhythmogenic

right ventricular dysplasia are males; atrial

tachycardia, flutter or fibrillation occur

in 25% of patients.

In athletes with non-ischemic re-

petitive VT, originating from the right

ventricle who have suppression of their

arrhythmia during exercise testing, spe-

cific treatment is usually not required

unless patients are symptomatic. In ath-

letes with more sustained VT, pro-

grammed ventricular stimulation in the

electrophysiology laboratory can be used

to guide treatment. Although beta

blockers are often administered to pa-

tients with these forms of VT, their ef-

fectiveness is usually very limited and

more specific antiarrhythmic agents are

often required. Sotalol®, a class III an-

tiarrhythmic agent with beta-blocker ac-

tivity (this drug does not have

rate-dependent properties), is the treat-

ment of choice in patients with non-is-

chemic VT originating from the right

ventricle.
1

1

Radiofrequency ablation can

be effective at eliminating the site of ori-

gin of VT, but the procedure can be of

limited value in patients who do not have

inducible VT during programmed ven-

tricular stimulation (i.e. VT cannot be

mapped), or in patients with

arrhythmogenic right ventricular dyspla-

sia in whom there are often multiple ori-

gins of VT. In these patients,

implantation ofa defibrillator may be re-

quired (for example, a professional bas-

ketball player in the NBA with



arrhythmogenic right ventricular dyspla-

sia who has a defibrillator).

Ventricular Extrasystoles

Showing a Right Bundle
Branch Block Appearance in

VI
Sustained uniform VT showing a

right bundle branch block morphology

and left axis deviation, occurring typi-

cally in males without any significant

abnormalities on the ECG or 2-D elec-

trocardiogram, is usually secondary to

VT originating from the apical septum

of the left ventricle.
8 This form ofVT,

typically considered benign, responds

well to verapamil (intravenous or oral).

Radiofrequency ablation is usually cura-

tive in up 90% of patients. However,

patients showingVT with a right bundle

branch block appearance may also have

VT originating from other sites (basal,

free wall), often occurring in areas of di-

latation or hypertrophy, and

radiofrequency ablation may be signifi-

candy more difficult.

Polymorphic VT/Other Forms
of VT

Non-sustained or sustained VT, or

more specifically torsades de pointes, can

occur in patients with the long QT syn-

drome. There is a congenital form that

is usually adrenergic-dependent. Patients

may present with neural deafness - Jervell

and Lange-Nielsen syndrome (autosomal

recessive) or without any neurologic defi-

cit (Romano-Ward, autosomal domi-

nant), or be nonfamilial and sporadic.

Another form, the acquired pause-depen-

dent type, may occur under a variety of

stimuli, including electrolyte and dietary

disorders, heart disease, sinus node dys-

function, and exposure to drugs such as

certain antiarrhythmic agents, antimicro-

bials, antihistamines
12
or cocaine. Patients

with abnormalities ofthe QT interval re-

quire avoidance of exposure to the of-

fending stimuli, and various therapeutic

options include treatment with beta

blockers, permanent pacing or defibril-

lator implantation.

Patients with VT associated with a

short coupling interval of the first ven-

tricular extrasystole, may develop sus-

tained uniform or polymorphic VT, and

some of these patients have previously

been described as having idiopathic ven-

tricular fibrillation.
13 Recent data suggest

that some of these patients may have a

mutation of the cardiac sodium channel

gene, SCN5A, responsible for the early

repolarization aspect in VI (so-called

Brugada syndrome). 14 ' 17 Most of these

patients require implantation of a

defibrillator.

Among the causes ofsudden

cardiac death in young

competitive athletes,

hypertrophic cardiomyopathy

is the most common

cardiovascular abnormality}

accountingfor one-third of

all deaths.

Sudden Cardiac Death and
Structural Heart Disease

Sudden cardiac death in the athlete

is rare, but its occurrence is extremely

distressing, with psychological and psy-

chosocial implications. The three follow-

ing events offer striking examples. A
young teenager, playing goalie for his

hometown hockey team, dies suddenly

after making a routine save during a com-

petitive game, and was found to have

arrhythmogenic right ventricular dyspla-

sia. A top athlete, young college pros-

pect, dies suddenly during a basketball

game shown on national television, and

the autopsy reveals focal myocarditis.

More recendy, an Olympic figure skat-

ing medallist dies suddenly during a prac-

tice session, and was found to have severe

coronary artery disease. Of these three

individuals, the second had a history of

VT, and had reduced beta blockade treat-

ment due to side effects that impaired

the athlete’s performance. In the third

example, risk factors for coronary artery

disease were present. However, in the

first example, there was no hint of any

cardiac abnormality.

In athletes who present with symp-

tomatic or asymptomatic supraventricu-

lar or ventricular arrhythmias, or syncope

(especially exercise-induced), exclusion of

any underlying structural heart disease

remains ofutmost importance. Physical

examination, a 12-lead ECG and 2-D

echocardiogram should be obtained,

while holter recordings, use ofloop moni-

tor and exercise testing may be useful to

guide therapy. Radiofrequency ablation

is usually the treatment of choice in ath-

letes who have symptomatic SVT or VT.

An implantable defibrillator is usually

mandatory in individuals who have been

successfully resuscitated from an episode

ofsudden cardiac death, or in others who

are at high risk (history of polymorphic

VT, idiopathic ventricular fibrillation -

Brugada syndrome, malignant forms of

arrhythmogenic right ventricular dyspla-

sia).

Hypertrophic Cardiomyopathy
Among the causes ofsudden cardiac

death in young competitive athletes, hy-

pertrophic cardiomyopathy is the most

common cardiovascular abnormality,

accounting for one-third of all deaths.
1

Standard screening procedures, using the

personal or family history as well as physi-

cal examination, cannot reliably or con-

sistently identify the presence of

ventricular hypertrophy. Patients with

hypertrophic cardiomyopathywho are at

high risk ofsudden cardiac death include

those with a history of sustained VT or

aborted sudden cardiac death, non-sus-

tained VT during holter monitoring, a

history of syncope, a family history of

sudden cardiac death associated with hy-

pertrophic cardiomyopathy, and exten-

sive left or right ventricular hypertrophy.

Interestingly, in patients with hyper-

trophic cardiomyopathywho are not ath-

letes, the occurrence of sudden cardiac

death shows a bimodal pattern of circa-

dian variability over the 24-hour day.

However, athletes with hypertrophic car-

diomyopathy show a predilection for

sudden cardiac death during the late af-

ternoon or early evening hours, identi-

cal to sudden cardiac death in athletes

without hypertrophic cardiomyopathy,

which strongly suggests the importance

of physical exeruon as a trigger for sud-

den cardiac death.
1,18

Screening Guidelines

Accepted athletic pre-participation

cardiovascular screening evaluation
19

in-
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eludes obtaining a complete medical his-

tory and physical examination (includ-

ing dynamic maneuvers to identify heart

murmurs) before participation in high

school and college sports. In the high

school athlete, screening is done every

two years, while in the college athlete, a

yearly history and blood pressure mea-

surement should be obtained. Neither

the ECG nor the echocardiogram has

been shown to be cost effective or to ef-

ficiendy enhance screening evaluation. In

individuals older than 35, whether they

are athletes or not, sudden cardiac death

is usually secondary to coronary artery

disease and screening for risk factors is

essential.

Importance of Cardiopulmo-

nary Resuscitation and Auto-
matic Defibriliators

Ultimately, the most effective mea-

sures to reduce the risk ofdying suddenly

in asymptomatic athletes are to: 1 ) re-

duce the risk of injury associated with

the sport - such as wearing better neck

and chest padding in young hockey play-

ers and 2) provide automatic external

defibrillators and have individuals trained

in cardiopulmonary resuscitation at

sports facilities. The cost of these por-

table defibrillators is $3,000. In one

study of 1 1 5 athletes with sudden car-

diac death who had undergone standard

screening tests, 3% showed symptoms of

heart disease and less than 1% were cor-

reedy diagnosed.
1

Therefore, identifica-

tion of the asymptomatic athlete, or

absolute protection in the treated symp-

tomatic athlete, remains extremely diffi-

cult. A recent study suggested that for

spectators attending major athledc events

the additional cost per ticket would be

less than a nickel to provide at each sta-

dium 50 individuals trained in cardiop-

ulmonary resuscitation and 25 automatic

external defibrillators.
20

A recent study suggested that

for spectators attending major

athletic events the additional

costper ticket would be less

than a nickel to provide at

each stadium 50 individuals

trained in cardiopulmonary

resuscitation and25

automatic external

defibrillators.
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Diagnosis and Nonoperative Treatment of

Common Athletic Shoulder Injuries

MichaelJ. Hulstyn, MD, and Paul D. Fadale, MD

Abbreviations Used:Athletes participating in contact

or repetitive overhead sports are

prone to shoulder disorders.

The incidence of injury varies across

types of sports as well as with level of

athletic competition and the athlete’s

age. Shoulder problems are the most

common musculoskeletal complaint in

swimmers and are also reported with

high frequency in football, baseball,

golf, tennis and other overhead athlet-

ics .

1 Although shoulder problems con-

tinue to be a common complaint in

older athletes, the differential diagno-

sis changes with age-related degenera-

tion of musculoskeletal tissues. Full

thickness tears of the rotator cuff are

rare in young athletes, but more com-

mon with increased age (e.g., senior

tennis players). This article reviews the

current evaluation and treatment of

common shoulder injuries in both the

younger and older athlete.

Classification

The shoulder’s anatomy, built

more for function than stability, makes

it susceptible to injury. Trauma to the

shoulder girdle, causing acute injury to

previously normal tissues, forms one

group of athletic shoulder disorders.

These macro-traumatic injuries are

most frequent during collision sports

and result in injuries such as gleno-

humeral dislocations, acromioclavicu-

lar joint sprains, glenoid labrum and

rotator cuff tears .

2,3 The second group

consists of the chronic overuse type

disorders in which repetitive micro-

traumatic injuries result in the gradual

overload and failure of tissues. These

disorders are most frequent in the over-

head athlete, such as a baseball pitcher,

tennis player or swimmer, manifesting

in a variety of conditions, most com-

monly rotator cuff tendinopathy and

atraumatic glenohumeral instability.

4

Clinical Evaluation

The shoulder girdle is comprised

of four joints - glenohumeral, acromio-

clavicular, sternoclavicular and

scapulothoracic. When evaluating for

shoulder complaints, each articulation

must be considered as a source of pa-

thology. Also, pain from cervical spine,

thoracic, cardiac and intra-abdominal

disorders can frequently be referred to

the shoulder region.

Evaluation begins with a thorough

history noting the onset and type of

symptoms. Previous injuries or symp-

toms are often discounted by the ath-

lete and must be elucidated by the

physician. Pain is the most common
presenting symptom. The location,

timing and intensity of the pain can

help delineate its cause. Rotator cuff

tendinopathy pain occurs in the ante-

rior shoulder, is frequently described

as dull or aching and is also present at

night. Pain associated with anterior

shoulder instability is usually sharp and

occurs in the region of the posterior

capsule during the acceleration phase

of the throw or stroke. Other com-

plaints may be vague: the shoulder

feels weak, the arm feels heavy or “goes

dead”, especially with glenohumeral

instability. It is helpful to determine a

precipitating event, whether an acute

injury, a change in training intensity,

or an associated injury (such as a knee

or elbow injury) causing a change in

throwing mechanics with increased

stress at the shoulder. Discerning what

type of activities exacerbate symptoms

can also be helpful in making a diag-

nosis. For example, a football offensive

lineman with posterior instability of

the glenohumeral joint may have pain

during pass blocking with the arm

straight and shoulder flexed as the hu-

meral head is driven over the posterior

glenoid rim. The relation of pain to

training and whether the symptoms

interfere with sports, daily activities or

AC acromioclavicular

AP anterior-posterior

NSAID non-steroid anti-

inflammatory drug

MRI magnetic resonance

imaging

sleep can help determine treatment and

predict recovery time. The patient’s

response to prior treatments including

rest, anti- inflammatory medications

and therapy, is also useful in diagnosis

and treatment.

Examination of the athlete is per-

formed in a setting that allows visual-

ization of both shoulders. Otherwise,

subtle Findings such as atrophy or

scapular winging will be overlooked.

The contralateral shoulder is examined

first to determine ‘normal’ parameters

and a cervical spine exam is performed

to evaluate for referred pain. The shoul-

der girdles are inspected for asymme-

try. Muscle atrophy is pathologic while

hemi-hypertrophy or shoulder girdle

depression are sometimes seen in the

dominant arm of throwers. The ster-

noclavicular and acromioclavicular

joints are inspected and palpated. Pro-

vocative maneuvers for acromioclavicu-

lar joint injury include pain at the joint

with resisted elevation at shoulder

height and forced horizontal adduc-

tion. Active and passive glenohumeral

motion are recorded in all planes not-

ing associated pain, crepitation or click-

ing. Increased external rotation with

concomitant loss of internal rotation

can be normal in the throwing athlete.

The apprehension and relocation tests

are performed with the athlete supine

and the shoulder in the ‘at risk’ posi-

tion of abduction and external rota-

tion. The examiner places forward

pressure on the proximal humerus, le-

vering the humeral head anteriorly, out

of the glenoid fossa. The athlete may
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complain of apprehension of impend-

ing dislocation or posterior shoulder

pain. The examiner then applies pos-

terior pressure on the proximal hu-

merus while maintaining the athlete’s

arm in the position of apprehension.

This maneuver prevents anterior sub-

luxation of the humeral head, and re-

lieves the athlete’s apprehension or

pain. Rotator cuff evaluation includes

attempt to elicit the impingement sign,

pain with full elevation of the shoul-

der while maintaining inferior pressure

on the scapula. Rotator cuff strength

testing includes resisted internal and

external rotation, resisted elevation

with internal rotation in the scapular

plane. The examiner must be aware

that some crossover exists in the physi-

cal examination findings between in-

stability, rotator cuff disease and other

painful disorders of the shoulder. Pain

elicited by the apprehension and im-

pingement maneuvers may be sensi-

tive but not specific for instability and

rotator cuff disease, respectively. Posi-

tive findings with these maneuvers are

necessary but not sufficient criteria for

diagnosis without supporting history

and/or radiographic findings. In subtle

or difficult -to-diagnose cases, multiple

examinations may be required for an

exact diagnosis. Frequently a local an-

esthetic injected into the subacromial

space (Neer impingement test)
5 or the

acromioclavicular joint is helpful in

elucidating the cause of pain.

Radiographs are essential to evalu-

ate for fractures or dislocations, to as-

sess for degenerative lesions, and to

exclude rarer causes of shoulder pain

(e.g. Pancoast tumor). Further radio-

graphic work-up is rarely necessary

during the initial evaluation and work-

up for shoulder injuries.

Specific Disorders
Shoulder (Glenohumeral) Disloca-

tion/ Subluxation

Anterior shoulder dislocation oc-

curs from a fall or force being applied

to the arm. The most common mecha-

nism is excessive shoulder external ro-

tation and extension, usually with the

arm in the overhead position.

The athlete with a first-time trau-

matic dislocation will occasionally have

spontaneous reduction of the humeral

head into the glenoid fossa. The shoul-

der usually remains dislocated and the

athlete complains of extreme pain, es-

pecially with attempted arm move-

ment, and frequently a feeling of arm

numbness. A soft tissue sulcus is vis-

ible and palpable posteriorly as the

humeral head is absent from its nor-

mal articulation with the glenoid. The

athlete with an anterior shoulder dis-

location holds his forearm away from

the body as he cannot internally rotate

and reach to touch the opposite shoul-

der. Associated nerve injuries need to

be excluded with a thorough neuro-

logic exam prior to intervention. True

AP and axillary lateral radiographs are

essential to document the direction of

the dislocation and to rule out an as-

sociated fracture. If the x-rays do not

demonstrate a fracture, reduction of

the shoulder dislocation can be per-

formed immediately. The presence of

any fracture contraindicates attempted

reduction and requires consultation

with an orthopedist.

Many different reduction maneu-

vers for anterior shoulder dislocation

have been described, including numer-

ous traction/counter-traction methods.

A simple maneuver is to have the pa-

tient relax in a sitting or lying prone

position and to gently elevate the arm

overhead. 6 As the arm nears an over-

head position, spontaneous reduction

of the humeral head frequently occurs.

This technique may be modified with

the use of intravenous sedation or

intraarticular injection of a local anes-

thetic. A post-reduction neurovascu-

lar exam is performed and radiographs

obtained to document re-establishment

of glenohumeral congruence.

After reduction, the patient is

placed in a sling for comfort. When
the athlete is able to tolerate move-

ment, range of motion exercises are

begun anterior to scapular plane. Ex-

tension, abduction, and external rota-

tion are avoided to prevent recurrent

dislocation. Rotator cuff, periscapular

muscle strengthening are begun as pain

diminishes. The athlete can return to

sports when full motion and strength

are achieved without apprehension in

extremes ofmotion. A brace or restraint

that limits shoulder extension may pre-

vent recurrent dislocation and allow an

athlete to return to sports in the middle

of a season.

The risk of recurrent dislocation

is related to the degree of trauma nec-

essary to produce the initial dislocation.

Patients that are ligamentously lax or

have a dysplastic glenoid fossa may dis-

locate with little trauma to the shoul-

der girdle and are at higher risk for

recurrent injuries due to the inherent

lack of stability to the glenohumeral

joint. The best predictor for recurrence

is patient age. Inversely proportional

to age, the risk is reported as high as

94% in the under 20 group but drops

below 15% at age 50.
7,8,9

Shoulder subluxation (transient

partial dislocation) can be traumatic,

atraumatic or voluntary. The athlete

frequently is not aware of the abnor-

mal movement of the shoulder and

does not complain of instability. In-

stead, s/he feels that the arm goes dead,

is heavy or weak with sharp posterior

shoulder pain after forced external ro-

tation in the overhead position.
10 The

symptoms can occur in a variety of

overhead sports (throwing, swimming,

or swinging a tennis racquet during a

serve). During physical examination,

instability may be mild and difficult

to discern. The apprehension and re-

location tests are sensitive but may not

be specific. The physician makes the

diagnosis based on history, examina-

tion and a high index of suspicion.

Radiographs and MRI are occasionally

diagnostic. Treatment with a shoulder

rehabilitation program is frequently

successful.
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Rotator Cuff Tendinitis and Tears

Athletes performing highly repeti-

tive activities, e.g., rowers and tennis

players, or older patients may develop

rotator cuff impingement syndrome ,

8

where progressive degeneration of the

supraspinatus tendon from external

compression of the anterior acromion

and the coracoacromial arch manifests

as a continuum from chronic bursitis

and tendinitis to partial thickness or

complete tears of the rotator cuff. Pro-

gression to full thickness rotator cuff

tear with impingement syndrome oc-

curs over a long period of time and is

rare in the young athlete. The etiology

of rotator cuff dysfunction in the

younger athlete is more likely to be

intrinsic or tension tendinopathy, pre-

sumably occurring in manner similar

to that ofother tendons that are placed

under repetitive tensile stresses, eg.

patellar tendinitis, achilles tendinitis

and elbow epicondylitis. The shoulder,

like these other regions, is thought to

be susceptable to injury because of a

tenuous blood supply at the rotator

cuff insertion. Repetitive cycles oflarge

forces generated and then dissipated

during overhead activities place stress

on the soft tissues of the shoulder

girdle. The initial response to excessive

stress on the rotator cuffand surround-

ing tissues is reversible inflammatory

changes. With continued overuse,

intrasubstance microtraumatic injury

causes structural changes that act as a

stress raiser. Atraumatic instability

when present also disrupts the normal

firing pattern of the rotator cuff and

periscapular muscles as these structures

also attempt to stabilize the humeral

head. Progressive injury ensues and re-

sults in rotator cuff dysfunction and

failure. Partial tearing of the

undersurface of the rotator cuff can

occur in association with anterior

shoulder instability especially in the

throwing athlete .

14

Rotator cufftendinitis causes pain,

usually aching and occasionally sharp,

in the anterior and lateral shoulder and

arm. Initially pain occurs only during

activity, then as the condition

progresses, the athlete notes discomfort

after workouts and at night. With fur-

ther progression, pain begins to affect

performance and ultimately may pre-

vent normal function. Examination

may reveal tenderness at the anterior

acromion and the coracoacromial arch.

Most frequently, the athlete does not

complain of weakness or loss of mo-

tion although both may be demon-

strable on physical examination.

Limited active and passive horizontal

adduction occurs as a result of poste-

rior capsule contracture, while pain

may prevent full active elevation.

Weakness of the rotator cuff may be

subtle with the earliest findings being

a loss of external rotation strength.

Radiographs are typically normal but

may demonstrate sclerosis and small

cyst formation at the humerus greater

tuberosity.

Radiographs are essential

to evaluateforfractures

or dislocations, to assess

for degenerative lesions,

and to exclude rarer

causes ofshoulderpain

Initial treatment focuses on relief

of pain by limiting activity or modify-

ing workouts, and administration of ice

and nonsteroidal anti-inflammatory

medications. As soon as pain will al-

low, a rehabilitative exercise program is

begun, concentrating on capsular

stretching and strengthening exercises.

The majority ofathletes treated in early

stages will respond to these measures

and return to sports without further

treatment. Maintenance rehabilitation

is continued throughout the season.

When a patient fails to respond, s/he is

reevaluated for other causes ofpain that

may have been overlooked, acromioclav-

icular joint arthralgia and subtle gleno-

humeral instability in particular. A
subacromial injection ofa water soluble

corticosteroid with local anesthetic is

performed for therapeutic effect as well

as to confirm the diagnosis and the ath-

lete is returned to a rehabilitative exer-

cise program. This sequence is repeated

twice over three to six months.

The young athletes normal rota-

tor cuff tendon is a thick multilayered

collagenous structure that is extremely

resilient and resistant to tearing. Di-

rect contact injuries in this group rarely

create full thickness cuff tears and are

more likely to cause shoulder dysfunc-

tion as a result of rotator cuff contu-

sion and traumatic subacromial

bursitis .

15 In older athletes, rotator cuff

tears are generally a result of attrition

from chronic subacromial impinge-

ment, with symptoms of pain and

weakness beginning insidiously or sud-

denly from a fall. Tears most frequendy

occur at the supraspinatus tendon in-

sertion at the greater tuberosity lead-

ing to pain with arm elevation above

shoulder height (painful arc). Smaller

tears may be difficult to differentiate

from an acute exacerbation ofcuff ten-

dinitis and patients may maintain a full

active range of motion. Larger tears

result in more dysfunction with loss of

active shoulder elevation but main-

tained passive motion. Weakness ofthe

rotator cuff muscles is demonstrated

with resisted external rotation and su-

praspinatus tests. MRI and ultrasound

allow accurate and non-invasive imag-

ing of the rotator cuff. Treatment rota-

tor cuff tears in most active patients

are surgical.

Glenoid Labrum Tears

The glenoid labrum is made of fi-

brocartilage, lines the glenoid rim,

deepening and conforming the fossa to

the humeral head. Tears due to de-

generation and aging or as a result of

trauma are a potential source of pain

or catching within the glenohumeral
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joint. In many instances, however,

tears are not symptomatic and are in-

cidental findings. The athlete with a

labrum injury may complain of pain,

catching or weakness, usually when the

arm is in an overhead abducted, exter-

nally rotated position. If the tear is the

result of a dislocation or subluxation,

symptoms of instability may also be

present. Physical findings are variable.

Reproduction of the athlete’s symp-

toms of painful clicking from the gle-

nohumeral joint with range ofmotion

and translation testing is the most con-

sistent finding. Treatment of the ath-

lete suspected of having a labrum tear

is based on the tear pattern and pres-

ence or absence ofglenohumeral insta-

bility. All patients are initially treated

conservatively with a period of rest,

anti-inflammatory agents and, if appli-

cable, rehabilitative exercises.

Acromioclavicular (AC) joint sprain

Acute injuries ofthe acromioclav-

icular joint occur with direct contact

to the shoulder with a fall or striking

an object, or landing on an out-

stretched arm. The athlete complains

of pain and difficulty raising an arm.

This must be differentiated from in-

jury to the rotator cuff, subluxation and

burner syndrome (transient brachial

plexopathy). Localized swelling and

tenderness or deformity with joint dis-

location lead to immediate diagnosis

of these injuries. When the etiology of

the pain is less obvious, provocative

maneuvers such as forced adduction or

resisted shoulder elevation will cause

pain at the A-C joint. Occasionally,

the joint is injected with xylocaine to

aid in differentiating the cause ofshoul-

der pain or weakness. Radiographs,

obtained to evaluate for possible frac-

ture, may demonstrate subluxation or

dislocation of the AC joint. Weighted

radiographs are rarely necessary since

the diagnosis is largely made by his-

tory and examination.

Treatment of lesser AC joint

sprains is conservative with rest, ice and

anti-inflammatory medication, fol-

lowed by rehabilitative exercises. Re-

turn to sports is allowed when pain and

strength allow normal use of the ex-

tremity, with the athlete understand-

ing that reinjury may cause further liga-

mentous damage. The majority heal

without sequellae. However, occasion-

ally persistent limiting pain requires

injection of a water-soluble cortisone

preparation to diminish inflammation,

repeated up to three injections over a

three month period. More severe

sprains with dislocation of theAC joint

must be screened for associated neuro-

logic injuries and should be evaluated

by an orthopedist since treatment is

controversial.

Fractures

Trauma to the shoulder girdle can

result in fracture ofthe clavicle, scapula

(including the glenoid fossa) or proxi-

mal humerus. Associated soft tissue

injuries (e.g. neuropraxia, cuff tear) are

not uncommon but frequently over-

looked. Radiographic evaluation

should include a minimum of a true

AP and lateral view of the bone in ques-

tion. Clavicle fractures are most fre-

quently midshaft and are clinically

obvious. Initial care includes evaluat-

ing the integrity of the overlying skin

and deep neurovascular structures . The

shoulder is immobilized in a sling, add-

ing a swathe or figure-8 brace for com-

fort. Fracture of the upper humerus

occurs in all age groups but is more fre-

quent and disabling in older individu-

als. Patients with proximal humerus

fractures require close evaluation with

an axillary lateral x-ray to assess for

concomitant dislocation of the shoul-

der, a surgical emergency. Associated

tears of the rotator cuff are difficult to

diagnose during the acute phase but are

suspected with displaced tuberosity

fractures. Initially, the shoulder should

be immobilized in a sling and swathe

for patient comfort. Scapular body

fractures are rare, usually associated

with high energy trauma, and should

alert the examining physician to look

for associated life-threating blunt

trauma injuries.

Adhesive capsulitis and degenerative

arthritis

Adhesive capsulitis and degenera-

tive arthritis can cause concomitant

shoulder pain and stiffness in the older

athlete. Adhesive capsulitis (frozen

shoulder) is a condition of unknown

etiology characterized by significant

restriction of both active and passive

shoulder motion that occurs in the

abscence of a known intrinsic shoul-

der disorder. It typically occurs in fe-

males 40-60 years old with an insidious

onset of progressive pain and stiffness.

By definition, radiographs are normal.

The initial painful phase can frequently

be disabling and the associated stiffness

persists greater than one year. Treat-

ment is geared towards pain control

and maintaining shoulder motion as

the condition runs its course. Degen-

erative arthritis of the glenohumeral

joint is most prevalent in older patients

but may occur at younger ages after

traumatic injuries. Progressive wear of

the articular cartilage results in the loss

of joint smoothness and motion caus-

ing symptoms of pain, stiffness and

grinding. Radiographs demonstrate

loss of joint space, sclerosis and osteo-

phyte formation. Initial treatment is

with NSAIDs and a gentle flexibility

and strengthening exercises to improve

shoulder mechanics. Patients can typi-

cally continue to participate in sports

despite restrictions ofshoulder motion,

usually with modifications of tech-

nique and diminished endurance.

Rehabilitation

Rehabilitative exercises are the

mainstay in the conservative treatment

of athletic shoulder problems. The

majority of injuries will respond rap-

idly to a program and not require ex-

tensive evaluation. Treatment for

shoulder injuries initially is focused on

relief of pain using cryotherapy and

NSAIDs. Overhead activities are cur-

tailed if pain is affecting athletic per-

formance. Cross-training to maintain

cardiovascular fitness is begun imme-

diately for those athletes whose symp-

toms prohibit normal activity.
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Progression into a rehabilitative program of stretching and

progressive resistance exercises is dictated by the athlete’s

ability to move the shoulder without pain. The first phase

of shoulder rehabilitation is the re-establishment of nor-

mal passive and active range of motion. In particular, loss

of internal rotation and horizontal adduction due to poste-

rior capsule contracture are common in overhead athletes

with shoulder pain. In general, stretching the anterior cap-

sule with the shoulder in a position of overhead abduction

and external rotation is avoided, especially in athletes sus-

pected of having anterior shoulder instability. Strengthen-

ing may begin with isotonic exercises within the athlete’s

pain-free range of motion. The program is advanced to

progressive resistance exercises for the rotator cuff and

periscapular muscles, using both concentric and eccentric

muscle contraction modes. TheraBand (Hygenics, Akron,

Ohio) and light weights are used in a step-wise manner,

explaining to the athlete the importance of avoiding at-

tempts at rapid progression and excessive use of the shoul-

der. The muscles ofthe trunk and lower extremity also play

an important role in overhead sports and must be addressed.

Return to overhead activity is determined by the athlete’s

pain and shoulder function. Initial training begins at low

intensity levels, usually under the direction of a trainer or

coach, progressing as symptoms tolerate. A set daily sched-

ule of number and intensity of exercises may be necessary

to avoid overzealous training and recurrence of symptoms

in the early stages of returning to overhead activities. If the

athlete has an exacerbation ofsymptoms during rehabilita-

tion or return to sports, the program is restarted at the ap-

propriate level. Failure to respond to an organized

rehabilitation program over a 3-6 month period may war-

rant further evaluation and possible surgical intervention.

References
1. Altchek D, Dines D, Shoulder injuries in the throwing ath-

lete. JAm Acad Orthop Surg 1995;3:159.

2. Hulstyn MJ, Fadale P. Shoulder injuries in the athlete. Clin

Sports Med 1997; 16:663-79.

3. Arciero R, Warme W. Traumatic Shoulder Injuries in Ath-

letes. In Arendt E (Ed.): Orthopaedic Knowledge Update. Sports

Medicine 2. Rosemont, IL, American Academy of Ortho-

paedic Surgeons, 1999: 165-88.

4. Marra G, Flatow E. Atraumatic Shoulder Injuries in

Athletes. In Arendt E (Ed.): Orthopaedic Knowledge Update.

Sports Medicine 2. Rosemont, IL, American Academy of Or-

thopaedic Surgeons, 1999: 189-206.

5. Neer C. II: Impingement lesions. Clin Orthop 1983; 173:

70.

6. Zarins B, McMahon M, Rowe C. Diagnosis and treatment

of traumatic anterior instability of the shoulder. Clin Ortho

1993:291:75.

7. Arciero R, Wheeler J, Ryan, J et. al. Arthroscopic Bankart

repair versus nonoperative treatment for acute, initial an-

terior shoulder dislocations. Am J Sports Med 1994;22:589.

8. Hovelius L, Eriksson G, Fredin F, et. al. Recurrences after

initial dislocation of the shoulder: Results after a prospective

treatment of study./ Bone Joint Surg 1983;65A:343.

9. Rowe C, Sakellarides H. Factors related to recurrences of an-

terior dislocations of the shoulder. Clin Orthop 1961; 20:40,

1961

10. Rowe C, Zarins B. Recurrent transient subluxation of the

shoulder. J Bonejoint Surg 1981; 63A:863.

11. Burkhead W, Rockwod C. Treatment of instability of the

shouder with an exercise program. J Bone Joint Surg

1992;74A:890.

12. Bigliani L, Kimmel J, McCann P, et. al. Repair of rotator cuff

tears in tennis players. Am J Sports Med 1 992;20: 112.

13. Hawkins R, Hobieka P. Impingement syndrome in the ath-

letic shoulder. Clin Sports Med 1983; 2:391.

14. Walch G, Boileau P, Noel E, et. al. Impingement of the deep

surface of the supraspinatus tendon on the posterosuperior

glenoid rim. An arthroscopic study. J Shoulder Elbow Surg

1 992; 1 :238.

15. Blevins F, Hayes W, Warren R. Rotator cuff injury in contact

athletes. Am J Sports Med 1996;24:263.

16. Hulstyn MJ, Weiss APC. Frozen Shoulder: A Review and

Current Concepts. Orthoped Rev 1993; 22(3).

MichaelJ. Hulstyn, MD, is Assistant Professor in the De-

partment ofOrthopaedics, Division ofSports Medicine, Brown

University School ofMedicine.

PaulD. Fadale, MD, is Associate Professor in the Depart-

ment of Orthopaedics, Division of Sports Medicine, Brown

University School ofMedicine.

Correspondence:
Michael J. Hulstyn, MD
Division of Sports Medicine

Department of Orthopaedic Surgery

Rhode Island Hospital

2 Dudley Street, Suite 200

Providence, RI 02905

phone: (401) 457-1538

fax: (401) 831-5926

Medicine and Health / Rhode Island



Sports-Related Ocular Injuries

Joseph F. Ducharme, MD, and William G. Tsiaras, MD

Abbreviations Used:

ANSI American National Standards

Institute

ASTM American Standard of Testing

Materials

CSA Canadian Standards Association

The eye and orbital tissues are sus-

ceptible to a variety of injuries

from trauma. An estimated 2.4

million ocular injuries occur annually in

the US, ofwhich approximately 100,000

are sports related.
1 Children and young

adults are especially vulnerable. In the

sixteen and under age group, sports and

recreational activities accounted for ap-

proximately 27% of all eye injuries, only

slightly below accidental blows and falls

(37%). In the eleven to fifteen age group,

sports and recreational activities account

for the majority of pediatric ocular

trauma. 2

Among both adults and children,

there is a much higher incidence of male

to female injuries (approximately 3-4: 1 ra-

tio) . In the five to 1 4 year-old-age group, 5

baseball is the most common cause of

eye injuries followed by pool and swim-

ming sports. In adults, basketball ac-

counts for the most injuries (28.9%) in

both the 1 5 to 24 year-old-age group, and

(19.0%) in the 25 to 64 year-old-age

group. Racquet sports are the next most

common cause ofinjuries in adults. Over-

all, basketball accounts for more injuries

than any individual sport (17.2%).3

In sports, eye injuries can occur from

direct contact with other competitors, pro-

jectiles, and equipment. Although most

injuries do not cause long-term debilita-

tion or vision loss, a significant number

of preventable injuries lead to persistent

ocular morbidity and blindness. This pa-

per presents a few of those more com-

mon ocular injuries. Additionally, a

discussion of appropriate prevention and

protection against ocular and orbital in-

juries in general will be included.

1-Anatomy

Structures to be discussed in this ar-

ticle include the orbit and adnexal tissues

as well as all the structures of the eye in-

cluding the optic nerve. (Figures 1, 2, 3.)

II-Eye and Orbital Injuries

Several different types of eye and

orbital injuries can occur as a result of

trauma. More importantly, in-

jury to one structure, if severe

enough, can be accompanied by

injuries to other structures around

the eye and the eye itself. Careful

attention to the patients history,

symptoms and signs will alert one

to the nature ofthe problem. Fre-

quendy, nonphysicians, and more spe-

cifically, physicians unaccustomed to

examining the eye may have difficulty de-

termining the extent of an injury. In

those settings, the caregiver should con-

sult with a physician trained in dealing

with ocular injuries. The following list

describes some of the more common
traumatic injuries, to help alert the non-

ophthalmologist to potential injuries.

1 -Eyelid Lacerations

The skin around the eye and orbit,

the thinnest skin of the body, provides

the initial barrier to contact. Trauma to

this area can cause skin and eyelid lac-

erations. The two important types of

eyelid lacerations which require more

thorough evaluation include full-thick-

ness eyelid lacerations and eyelid margin

lacerations.

Eyelid margin lacerations of the

upper or lower eyelids require special type

of care. Without proper suturing, the

eyelid may not only have a poor cosmetic

appearance but may have a poor func-

tional result. Malposition of the eyelid

margin may lead to chronic corneal irri-

tation. Additionally, any eyelid margin

laceration which involves the medial one-

third of the eyelid may involve the tear

drainage system (see Figure 4). The tears

are usually gathered through two small

punctae which lie medially on the inner

aspect of both the upper and lower eye-

lids. These punctae drain to small canali-

culi which lay at the nasal eyelid margin

ofboth upper and lower eyelids and con-

nect to a lacrimal sac in the nasal aspect

of the orbit. This lacrimal sac eventually

empties via the nasolacrimal canal be-

neath the inferior meatus inside the nose.

Eyelid lacerations that pass through the

canaliculus will sever connections to the

nasolacrimal system. Repairs in this area

which do not reattach the canaliculi may

result in chronic tearing and ultimately

chronic corneal problems. Repairs in this

area are usually done via a microsurgical

technique involving a silicone stent which

is left in place for a period of weeks to

months until the system has frilly healed.

Eyelid lacerations above the eyelid

margin also require specific attention.

Commonly, after a severe laceration, the

eyelids are markedly edematous. These

eyelid lacerations need to be carefully

opened and inspected since a penetrat-

ing globe injury is possible (Figure 12).

Also, any laceration full-thickness

through the eyelid margin may interrupt

the levator muscle or the levator apo-

neurosis. Improper identification of this

type of injury will lead to upper eyelid

ptosis. Ways to identify this type of in-

jury prior to suturing include everting

the eyelid to look for a full-thickness pen-

etration and identification of fat protru-

sion through the wound. Deep

lacerations that penetrate through the

orbital septum often liberate orbital fat.

Just beneath the orbital fat is the levator

muscle and tendon. Thus, orbital fat

protrusion is a sign that the wound needs

to be more thoroughly investigated.

Both injuries are often associated

with damage to contiguous ocular struc-

tures either from blunt contact or direct

penetration. Thus, it is essential that the

globe be thoroughly evaluated prior to

any suturing.

2-Orbital Fracture

The orbital bones support the globe

and also provide housing and a conduit

for the cranial nerves and blood vessels
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that enter through the posterior orbit.

The orbit also contains the lacrimal gland

which is in the superotemporal quadrant.

Lastly, the six periocular muscles have

their origins from the periosteum of the

orbital bones both at the posterior and

anterior orbital tissue.

The orbit itself is described as an

“inverted pear”. The orbital structures

are often divided anatomically and func-

uonally into: roof, medial wall, floor, and

lateral wall. Objects larger than the globe

often strike the orbital bones initially.

Fractures ofthese tissues can have differ-

ent presentations and means of treat-

ment. Damage to the orbital bones can

occur as a result ofdirect trauma or indi-

rect trauma to adjacent bones. An or-

bital CT scan with axial and coronal

views is the best way to image the orbital

bones.

Orbital rooffractures, although not

common, are an indication for immedi-

ate surgery since communication with

the brain contents can occur via disrup-

tions of the frontal sinus. Although the

lateral wall ofthe orbit is the strongest of

all the walls of the orbit, it is often most

susceptible to trauma. Fractures of this

area often involve the zygomatic arch.

These types of fractures, known as tri-

pod or trimalar fractures, are often re-

paired for cosmetic purposes. Specific

signs of a lateral wall fracture include a

depression of the cheek bone area, as

well as difficulty with jaw opening due

to disruption of the tempero-mandibu-

lar joint. Damage to the medial orbital

wall, which is the thinnest of all the or-

bital walls, usually occurs indirecdy from

damage to the orbital floor.

A more common orbital fracture is

fracture to the orbital floor. Damage to

the orbital floor can result in three spe-

cific problems (Figure 5). First, if a sig-

nificant portion of the orbital floor,

which supports the globe and periocular

tissues, is destroyed, there is a potential

for enophthalmos, where the eye and or-

bit structures actually sink through the

floor into the maxillary sinus. Enoph-

thalmos may not be evident for weeks to

months after the initial trauma due to

orbital edema and hematoma. Most

oculoplastic surgeons feel that damage to

more than 50% of the orbital floor will

eventually result in this complication and

thus repairs are made for large orbital

floor fractures. With smaller orbital floor

fractures, some of the periocular tissues

inferiorly (including connective tissues

and muscle) can be trapped due to nega-

tive pressure in the maxillary sinus. This

condition may cause a restrictive motil-

ity disorder and can result in double vi-

sion. Double vision itself after orbital

trauma may result from several different

possibilities. Among these include cra-

nial nerve damage from direct head in-

jury, localized edema and hematoma

limiting movement of muscle, and local

nerve or muscle damage caused by

trauma. Many of these entities can be

ruled out by an ophthalmologist. Since

a restrictive disorder will often give per-

sistent diplopia, this is another indica-

tion for orbital floor repair.

A last indication for surgery is when

the anterior maxillary wall is crushed,

creating a cosmetic defect.

An interesting type of orbital floor

fracture can occur without direct frac-

ture to the anterior maxillary wall or or-

bital rim. This is often termed an orbital

blowoutfracture , where an object larger

than the orbit strikes the orbit in such a

way that the orbital floor buckles and is

fractured indirecdy. Some specific signs

of orbital floor fractures, other than

enophthalmos and diplopia, include

crepitance (air in the subcutaneous tis-

sues from the periorbital sinuses), and

paresthesias over the midfacial skin or

upper teeth (indicating a disruption of

the maxillary nerve as it crosses over the

orbital floor).

After an orbital fracture has been

diagnosed, an oral antibiotic is recom-

mended for prophylaxis, since bacterial

flora from disrupted sinuses have access

to orbital tissues. The patient is also in-

structed not to blow his/her nose for a

period of time as not to raise the pres-

sure in the periorbital sinuses. Certainly

after any orbital injury, protective eye

wear should be used in any contact situ-

ation. These types of eye wear will be

discussed below.

3-Conjunctival Hemorrhage/Lacera-

tion

Both blunt and penetrating injuries

can often affect the conjunctiva, the deli-

cate mucous-secreting membrane that

covers the anterior portion ofthe eye and

the under surface of the eyelids. Con-

junctiva stops at the limbus, which is

defined by the transition area between

the sclera and cornea. Note that the con-

junctiva does not cover the cornea. The

conjunctival tissue, besides containing

mucous-secreting goblet cells, has blood

vessels in a very thin interstitial space.

Minor trauma to this tissue with disrup-

tion of the vessels can cause a marked

area of subconjunctival bleeding, since

there is little resistance to the spread of

the subconjunctival blood (Figure 6).

Minor subconjunctival hemor-

rhages are quite common with even mi-

nor trauma, and even occur after a

forceful Valsalva-type maneuver. With

more serious injury, the conjunctiva can

be torn creating bleeding which is quite

obvious coming from the eye itself. Most

subconjunctival hemorrhages cause mini-

mal symptoms, unless the hemorrhage

and edema is large enough to keep the

eyelids open. This exposure phenomena

can cause corneal irritation and drying.

Topical lubricants and occasional pres-

sure patches, as well as time, will help

resolve this condition. Most conjuncti-

val lacerations rarely require suturing.

These often heal quite quickly and often

a topical antibiotic prophylaxis is placed

to prevent infection.

More importantly when a conjunc-

tival hemorrhage is seen after direct im-

pact to the eye, the eye itself should be

assessed for undetected injury, especially

ifvisual symptoms or obvious associated

injuries such as hyphema (see section 5)

are seen. Due to its delicate nature, the

conjunctiva is not an effective barrier to

the eye from trauma. In one study, 16%
of the patients who presented with sub-

conjunctival hemorrhage had micro

hyphemas or hyphemas. Also 23% of

these patients with subconjunctival hem-

orrhages had posterior segment hemor-

rhages or commotio retinae.
4 Once a

subconjunctival hemorrhage is detected

after trauma, this should be a definite sign

that the eye is at risk for further injury

which must be assessed by a specialist.

4-Comeal Abrasion

The cornea is a clear, transparent

dome-like structure which provides the

majority of the refractive power of the
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eye. It remains clear due to its lack of

blood vessels, its regularly arranged col-

lagen fibrils of the same periodicity, and

its relative deturgescence. The corneal

endothelium is crucial as it acts like a

pump, passing water back into the ante-

rior chamber across a concentration gra-

dient.

Corneal abrasions are among the

most common injuries after sports-re-

lated trauma. Larrison et al found that

approximately 35% of hospital emer-

gency room presentations after sports-

related injuries involved corneal

abrasions.
4

In direct trauma to the cornea sur-

face, the epithelium can be abraded, ex-

posing a richly sensory innervated tissue.

The resulting symptoms depend on the

area abraded and its location. Small abra-

sions tend to have symptoms of a for-

eign body-type sensation, where the

affected person complains of “grittiness,

scratchiness,” or “hair in the eye.” Larger

abrasions can cause extreme pain, blurred

vision, and tearing (in reflex to the sen-

sory nerve stimulation). This pain can

be quite severe and debilitating. Often

the affected person cannot open the eye-

lid. Vision is blurred from central abra-

sions and from copious tearing.

Fortunately, superficial abrasions

heal quite quickly, often with re-epithe-

lization occurring between one to three

days from the insult. Treatment at the

initial stages includes pain control mainly.

Many affected people require oral nar-

cotic agents for pain control for a short

time. Often a pressure patch is applied

to the eyelid to keep the eyelid closed.

The pressure patch is not a therapeutic

aid; rather the closed eyelid gives much

more comfort.

Often a topical antibiotic in the

form ofan eyedrop or ointment is added

as a prophylaxis from corneal infection.

As the epithelium heals, the vision and

symptoms gradually return to normal.

Occasionally, a deeper abrasion causes

disruption of the corneal stroma. The

resulting repair may result in scar forma-

tion from non regular areas of collagen

formation. Corneal scarring can lead to

poor vision and glare symptoms.

As with subconjunctival hemor-

rhages, corneal abrasions may be associ-

ated with more important ocular injuries.

In a study by Larrison, of the 70 patients

who presented with corneal abrasions, 12

(17%) had posterior segment hemor-

rhages or commotio retinae. They sug-

gest that 8-26% of patients presenting

with corneal abrasion sustained by a

sports-related activity can expect to have

posterior segment trauma. Also, 16%

(1 1 of70) patients presenting with cor-

neal abrasions from sports-related inju-

ries sustained microhyphema or

hyphema. This emphasizes the need for

an ophthalmic examination after even a

“minor” injury.
4

Diagnosis of corneal abrasion is of-

ten made by the type of symptoms and

the type of injury. An abrasion is easily

highlighted after applying topical fluo-

rescein and viewing the eye with a cobalt

blue filter (Figure 7).

One additional situation where a

traumatic corneal abrasion becomes

more complicated is in the setting of

contact lens wear. Patients who are

chronic contact lens wearers will be more

prone to both corneal abrasions and to

corneal infections with gram negative

organisms. Some physicians recommend

not patching abrasions in a contact lens

patient and prophylaxing these patients

with topical agents that are effective

against gram negative organisms (i.e.;

gentamycin, tobramycin, fluoroquino-

lones), continuing until the epithelial

defect is repaired.

5-Hyphema

Blunt injury to the eye may cause

bleeding in the anterior segment of the

eye. Usually, the site ofbleeding in a trau-

matic hyphema is from the vascular cili-

ary body or iris base where the major

vascular arcades of the anterior segment

of the eye reside. Hyphemas can be ei-

ther microscopic, only seen in slit-lamp

examination, or macroscopic, where

blood is grossly seen layering at various

heights in the anterior segment ofthe eye

(Figure 8). Vision is variably affected,

depending on how much blood is ob-

scuring the visual axis. Also, inflamma-

tion in the ciliary body or iris can lead to

pain, headache, and photophobia.

Traumatic hyphemas signal a seri-

ous injury to the anterior part of the eye.

Blood will eventually pass out of the eye

via the normal aqueous passageways

through the trabecular meshwork,

Schlemm’s canal and back into the

venous system. As the blood drains, how-

ever, the intraocular pressure may rise as

a result of blood clogging the aqueous

pathways. Usually, the intraocular pres-

sure rise is transient. Special circumstance

where this is important is in patients sus-

ceptible to sickle cell disease. Not only

do patients with sickle cell disease have

the tendency for blood to sickle in the

trabecular meshwork, their optic nerves

cannot tolerate even mild elevations in

intraocular pressure. Thus, even slight

rises in intraocular pressure in these pa-

tients may often necessitate surgical

drainage of the blood. Patients who de-

velop hyphemas and who are at risk

should be screened for sickle cell disease

initially.

Traumatic hyphema has additional

risks to the eye. Blood and inflamma-

tory cells in the anterior chamber of the

eye can eventually precipitate a cataract,

often occurring years after the initial in-

jury. Injury to the iris and ciliary body

can further cause a permanent functional

disruption of the drainage structures in

the eye leading to a condition known as

angle recession. This condition can lead

to permanent intraocular pressure eleva-

tion and glaucomatous optic nerve dam-

age, early or potentially years after the

initial injury. Traumatic eye injuries pro-

ducing hyphemas often involve adjacent

structures as well. Retinal injury (reti-

nal tear, retinal detachment, retinal di-

alysis, and choroidal rupture) can occur

in the setting of an injury that causes a

traumatic hyphema.

Patients who have suffered a trau-

matic hyphema should remain under

strict activity limitations for the first five

days. During this period, the risk for

rebleeding is at its highest. Rebleeding

often bodes for a poor prognosis in

terms of final visual acuity and intraocu-

lar pressure. After a period of bed rest,

during which the patient is closely

monitored, the return to activity is of-

ten gradually increased. When patients

return to full activity, polycarbonate

lens protection, especially during ath-

letics, should be instituted. Also, rou-

tine ophthalmic examinations for

glaucoma, cataract and retinal problems

should be made.
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Children with traumatic hyphemas

deserve special attention. Since children

often cannot follow instruction of lim-

ited activity and bedrest, careful consid-

eration should be made to the family’s

status and siblings to estimate whether

bed rest is likely. Often, children are ad-

mitted to the hospital to insure compli-

ance. In prior years, many eye centers

admitted all hyphemas, but this has be-

come less the trend in recent years.

6-Traumatic Lens Injury

The lens, which is attached via hair-

like zonules to the ciliary body, is fre-

quendy affected with blunt trauma to the

anterior segment. These zonules can be

torn causing the lens to either become

slightly out of position (subluxation), or

completely displaced from position (dis-

location). This type of injury often oc-

curs in the setting of patients who may

have a pre-disposition to have weak

zonules (high myopia, Marfan’s syn-

drome, or other inherited conditions).

Subluxation of the lens may only be evi-

dent after the patient’s pupil is dilated.

The patient may or may not have visual

symptoms at this point, but subluxation

can lead to future cataract formation.

Dislocation of the lens, however, may

lead to immediate vision loss since the

lens is responsible for approximately one-

third of the focusing power of the eye.

Through a dilated pupil a dislocated lens

can often be seen in the posterior vitre-

ous cavity.

In general, damage to the lens is

painless since the lens is not sensory in-

nervated. Dislocauon or subluxation of

the lens anterially may cause a blockage

of aqueous flow through the pupil and a

marked elevation of the intraocular pres-

sure (pupillary block glaucoma). Imme-

diate symptoms of this include intense

pain, headache, nausea, vomiting,

blurred vision, and a fixed pupil. This is

an emergency and demands immediate

ophthalmic attendon.

Any injury to the eye especially in-

volving blood or inflammation, can cause

cataract formation. Cataract can occur

days to years after the initial insult. A
unilateral cataract in a young person is

often the result of a traumatic injury in

the past.

7-Traumatic Retinal Injury

Blunt trauma to the eye can cause

retinal injuries. Occasionally these inju-

ries are fleeting, but sometimes they can

cause permanent visual loss. In general,

retinal injuries do not cause pain since

the retina is not innervated by sensory

fibers.

One of the more common retinal

injuries that can lead to blurred vision is

a condition called commotio retinae (Fig-

ure 9). This is a disruption, fortunately

temporarily, of certain structures in the

retina. This is seen on ophthalmic ex-

amination as a whitened area in the

retina. If this were to involve the central

part of the vision near the fovea, the pa-

tient may complain of blurred vision. If

it is located in the periphery ofthe retina,

it is often asymptomauc. Fortunately this

condition resolves almost completely.

In most high risk sports,

the majority ofserious eye

and orbital injuries can

be eliminated with

properprotection.

Another type of retinal injury is a

hole or dissociadon ofthe retina from its

anterior attachment at the rednal base

(rednal dialysis). These occur from sud-

den shifting of the vitreous gel attached

to the redna at the periphery. Sudden

shifting of the vitreous by coup or

countercoup forces can lead to tearing

of adjacent retinal tissue. Again, retinal

tears are not painful. They may be as-

ymptomatic or may cause floaters where

blood andJor retinal tissue is liberated in

the vitreous cavity after being torn. Also,

a rednal tear can cause sensation of flashes

of light, where continued traction of the

vitreous against a torn piece of retina

stimulates a “lightning-type” event.

Retinal tears in a traumatic setting

are often at the far periphery ofthe retina

and must be seen by a trained ophthalmic

person after the pupil is dilated. Often

retinal tears or retinal dialysis can lead to

fluid entering in between the retina and

the subretinal tissues causing a retinal

detachment (Figure 10). Symptoms of

retinal detachment depend on the area

involved; peripheral detachments can be

asymptomatic initially. Whereas retinal

tears can often be treated with in-office

laser therapy or cryotherapy, retinal de-

tachments often require surgical interven-

tion. Again, retinal detachments may

occur several weeks to years after a trau-

matic injury. A high suspicion of retinal

damage based on the type of injury, as

well as frequent examinations years after

the original injury, can help with early

detection of a potentially visual-threat-

ening detachment.

Another condition which can cause

permanent visual loss is a choroidal rup-

ture (Figure 11). Usually, sudden com-

pression of the eye from blunt trauma

may lead to a sheering force in the chor-

oid which disrupts the overlying redna.

These affected areas appear concentric to

the optic nerve and often pass through

the fovea. Unfortunately, this can lead

to permanent visual loss if the rupture

disrupts the fovea. Also, the injury that

causes a choroidal rupture often requires

a force that will cause associated injuries

such as a traumatic hyphema or a trau-

matic retinal problem.

8-Ruptured Globe

One of the more feared and disas-

trous complications of both blunt and

penetrating trauma of the eye is rupture

of the globe. After blunt trauma, the

globe will rupture at its weaker areas; at

the limbus (the junction ofthe sclera and

cornea) and posterior to the ocular

muscles. The globe is also weakened at

sites of prior incisional surgery such as

cataract surgery, radial keratotomy, or

corneal transplant. Penetrating eye in-

juries from sharp objects can lacerate any

portions of the globe. Sharp injuries

through the eyelids, as mentioned pre-

viously, can also penetrate through the

globe (Figure 12). Specific symptoms of

a globe rupture include sudden vision loss

and marked eye pain. Signs include dis-

ruption or extrusion of the ocular con-

tents, bleeding, large hyphema, and

hypotony.

Prompt attention is paramount.

Often multiple surgical interventions are

required to restore vision. The most

immediate concern after this injury is

infection, which could lead to loss ofthe
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eye itself. When a globe rupture occurs,

a barrier shield should be placed over the

eye with minimal pressure as possible as

not to extrude intraocular contents. The

patient is immediately referred to an oph-

thalmologist for surgical intervention.

On certain occasions, a globe rupture can

be subtle and only picked up by careful

examination.

Ill-Eye Injury Prevention

In most high-risk sports, the major-

ity ofserious eye and orbital injuries can

be eliminated with proper protection.

Unfortunately, while many amateur

sports have mandated protection for

younger athletes, many other sports in-

cluding professional sports have not done

so. Children, overall, appear to be most

at risk for eye injuries; 7 1% ofthe 4 1 ,000

sports related and recreational eye inju-

ries treated in hospital emergency depart-

ments in 1993 occurred in children

younger that 25 years. Both the NCAA
and the AAO commission have set forth

recent recommendations for athletes par-

ticipating in sports.
5,6

Two sports which have made great

strides in mandating eye and orbital pro-

tection, resulting in a dramatic reduction

in eye injuries, are amateur ice hockey

and racquet sports. A 1977 review of

professional hockey players found that

60% had suffered eye or facial injuries

by the time they were in high school.

Virtually 94% of this group had suffered

either facial fractures, scars, missing teeth

or an eye injury. Important steps taken

to prevent this were initially instituted

in Canada. The Canadian Amateur

Hockey Association initiated require-

ments of the Canadian Standard Asso-

ciation (CSA) ZZ262.2. This required

eye protectors for ice hockey with a small

aperture wire mask for all players. In July

1976, the Amateur Hockey Association

ofthe United States mandated facial pro-

tection for its 260,000 players at that

time. Based on this 1981 smdy, approxi-

mately 70,000 injuries were prevented

each year, resulting in an estimated

$10,000,000 in savings each year. Un-

fortunately, despite the marked reduction

in ice hockey injuries, professional play-

ers are not required to wear eye or facial

protection. Thus, the incidence of ocu-

lar and facial injuries is much higher in

this group.
7

In racket sports, especially racquet-

ball, the ball, which is small and travels

at high speeds, is funneled past the orbit

directly to the globe. This often results

in devastating injuries and vision-threat-

ening problems. In 1983 the American

Standard of Testing Materials (ASTM)

passed a standard F803 for racket sports.

This was later updated several times.

Concurrently, the Canadian Standards

Association (CSA) drafted a preliminary

standard Z400-m which is also revised

for racket sports. Both standards are per-

formance rather than design standards.

That is, eye guards which pass these stan-

dards will prevent contact by a racquet-

ball or squash ball at speeds of 90 miles

per hour when impacted from the front

or the side. Optical quality and field of

vision standards were also specified.

Open-type protectors were disallowed. 8

In general, most of these eye pro-

tectors are designed such that the orbit

and the bones around the face absorb the

shock from an injury.

In the United States, ASTM does

not certify protectors but only sets stan-

dards. Protectors can be made with or

without prescription polycarbonate ma-

terial or can be made to cover prescrip-

tion glasses. Any ofthese structures that

meet the standards of the ASTM are ac-

ceptable. As of 1988, approximately five

years after the standards were introduced,

no significant eye injury had been re-

ported in a squash or racket player wear-

ing either CSA or ASTM approved

eyeguards. 8

Corrective lenses in glasses do not

meet standards. In high-risk sports,

ASTM standards should be the rule.

Industrial spectacles and goggles should

meet the American National Standards

Institute (ANSI) standard Z81.1 with

polycarbonate or CR39 lenses. The

lenses for sports goggles (Figure 1 3), how-

ever, should be made of at least 3 mm of

polycarbonate, which is stronger that the

CR39 material. Most prescriptions can

be ground into a polycaxbonate-type lens.

Unfortunately, certain high refractive er-

rors cannot use polycarbonate lenses. To

remedy this, either glasses covered by

clear appropriate shields or contact lenses

followed by sports goggles with clear

polycarbonate lenses should be used. It

should be emphasized that contact lenses

do not protect against trauma. Although

providing many athletes with a crisper

vision and a better peripheral visual field,

corrective lenses cannot take the place of

safety goggles in sports activities. Also

since contact lenses may be dislodged or

become uncomfortable, sports trainers

should have appropriate contact lens

solutions and replacement lenses avail-

able. 3

Another question is Who should wear

protective eye wear

?

Two conditions where

eye protection should be mandated are

in functional one-eyed patients where the

second eye has either lost vision or has

poor vision, or in patients who have had

prior ocular trauma. Of note, prior

trauma also includes previous eye surgery.

Surgeries such as radial keratotomy will

weaken the eye making it more vulner-

able to rupture during blunt trauma.

These two groups of people should not

participate in high-risk sports, such as

martial arts, boxing, and wrestling, where

eye protection is not practical.

Xll-Conclusion

Ocular and orbital injuries are a

common result ofparticipation in sports.

Both proper protection in high-risk

sports and recognition of participants

with high-risk eye conditions could

markedly reduce traumatic injuries and

ocular morbidity. Prompt evaluation by

an ophthalmologist even after minor

trauma should be the take-home mes-

sage of the paper.
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Figure 2: Anterior eye anatomy.

Figure 3: Posterior eye anatomy.

Figure 5: Enophthalmos and restricted upgaze of the right eye

following a right orbital floor fracture.

Figure 6. Subconjunctival hemorrhage.

Figure 7. Corneal abrasion , the epithelial defect, highlighted by topical

fluorescein, would illuminate bright green under a cobalt blue fdter.

Figure 4: Full-thickness eyelid laceration of the nasal aspect of the

left lower eyelid, involving the canalicular portion of the tear

drainage system. Figure 8. Hyphema, blood is layering in the anterior chamber inferiorly.
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Figure 9. Commotio retinae, the affected areas in a and b appear whitened.

Figure 10. Large retinal tear with retinal detachment.

Figure 11. Choroidal rupture- semicircular areas of scarring through

the fovea of the right eye. The dark area temporal to the optic nerve

is intraretinal hemorrhage.

Figure 12.Ruptured globe with hemorrhagic prolapse of intraocular

contents . Note the full-thickness lower eyelid laceration.

(Photo courtesy ofJohns Hopkins Hospital, Eye Trauma Center,

Wilmer Institute ©1984).

Figure 13. Example of protective eye wear for sports.
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Exercise-Induced Asthma

Vera A. DePalo, MD, and F. Dennis McCool, MD

Asthma is a pulmonary condi-

tion characterized by inflam-

mation, airway narrowing, and

reversible airflow limitation. Exercise is

just one ofmany stimuli which can trig-

ger asthma and limit airflow. Exercise-

induced asthma can be defined as an

acute, reversible, episode of airway ob-

struction that occurs during or up to 30

minutes following physical activity. It is

characterized by acute airway narrowing

or bronchospasm in individuals with in-

creased airway reactivity.

Clinical Features

As many as 80% of patients with

asthma and 40% of patients with aller-

gic rhinitis wheeze or have a decrease in

expiratory flow rates ofat least 10% with

exercise.
1

It can be seen in normal first-

degree relatives of patients with asthma

and in patients with atopic allergy who

do not have asthma. 2 While exercise-in-

duced asthma can be seen at any age, it

is most often seen in children and young

adults because of their higher levels of

physical activity. Exercise-induced cough

or wheeze can be the first manifestation

of asthma in children or active adults.
3

The degree of bronchospasm in-

duced by exercise depends upon the de-

gree ofunderlying airway inflammation,

the intensity and duration ofexercise, and

the physical characteristics of the ambi-

ent air. Short episodic exercise produces

few problems. As the intensity and du-

ration of exercise increases, symptoms

will more likely occur. Accordingly, run-

ning produces more airflow limitation

than walking. Exercise-induced broncho-

spasm is further enhanced by breathing

cold, dry air. When exercise ends, indi-

viduals can feel symptoms indistinguish-

able from those noted during an asthma

attack; namely, wheezing, cough, short-

ness of breath, dyspnea, and chest tight-

ness. Sometimes exercise-induced cough

may be the sole complaint.

Airway Mechanics and Exercise

With increased exertion, the fre-

quency of breathing and the volume of

air inhaled increases to meet the oxygen

demands of the contracting muscles and

to maintain acid base homeostasis. With

maximal exercise, ventilation may be

more than 30-40 times that needed at

rest. The large volumes of air that are

inhaled with exercise are moved at high

flow rates and gas velocities; both factors

increase airways’ resistance. To lessen this

increase in resistance, normally the air-

ways dilate. This increase in airway cali-

ber is thought to be due to breathing at

higher lung volumes and to release of

endogenous epinephrine that effects air-

way smooth muscle tone. By contrast,

individuals with exercise-induced asthma

typically experience airway narrowing

rather than dilation after 5-10 minutes

of exercise. With continued exercise, air-

flow limitation may progress, reaching a

nadir in 5 to 10 minutes. In some indi-

viduals, airway obstruction improves

with continued exercise and may spon-

taneously resolve in about 30 minutes.

Subsequendy, a refractory period during

which further exercise causes no bron-

chospasm may last up to 30-90 minutes.

This refractory period may occur in as

many of 50% of individuals with exer-

cise-induced asthma. However, in oth-

ers, continued exercise leads to further

reductions in expiratory flow rates. In as

many as 25% of individuals with exer-

cise-induced asthma, a later phase of

bronchoconstriction may recur as long

as 3-8 hours after exercise has been com-

pleted. This late phase response may be

related to circadian fluctuation of bron-

chodilator tone and cannot be predicted

by gender, asthma severity or atopic sta-

tus.
4 The changes in airway mechanics

that typically occur in individuals with

exercise-induced bronchospasm are

shown in the Figure. Exercise-induced

changes in airflow limitation may also

adversely affect the inspiratory muscles.

Exercise-induced bronchospasm imposes

a resistive load on the inspiratory muscles.

Such resistive loads increase the work and

oxygen cost of breathing thereby further

increasing CO, production and the need

for ventilation.
5 In addition, as airflow

limitation progresses, these individuals

Abbreviations Used:

FVC forced viral capacity

FEVp forced expired volume

in 1 second

are forced to breathe at higher lung vol-

umes. With hyperinflation, the efficiency

of breathing decreases. This further in-

creases the oxygen cost ofbreathing. Thus

individuals with exercise-induced asthma

may partake in physical activity, but in-

cur higher ventilatory costs for a given

degree of activity.
6

Pathogenesis

The pathogenesis is closely linked

to the warming and humidification of

the large volumes ofair which are drawn

into the tracheobronchial tree during

exercise.
7 ' 8 Normally, inhaled air is

warmed to body temperature and fully

humidified by the time it reaches the

lower airways (water vapor pressure of

40 cm H
2
0 at 37° C). This process in-

volves fluxes in heat and water across the

mucosa. The mucosa ofthe nose, mouth

and pharynx participate to the greatest

degree in this warming and humidifica-

tion process. The mucosa ofthe tracheo-

bronchial tree participate to a lesser

degree.

To better accommodate the large

volumes of air that rapidly enter the res-

piratory system, individuals will breathe

through the mouth, thereby bypassing

the nose. This strategy places a greater

burden for humidification on the tra-

cheobronchial tree.
8,9 Under these cir-

cumstances, the capacity of the upper

airways to warm and humidify inhaled

air may be overwhelmed. Consequendy,

airway temperature falls. Greater fluxes

in heat and water across the tracheobron-

chial mucosa are needed to warm and

humidify the inspired air. Such fluxes will

trigger bronchospasm with the magni-

tude ofinduced bronchoconstriction de-

pending on the level of ventilation, the

heat and water content of the inspired

air, and the efficiency ofthe warming and

humidification process or thermal

equivalent. With lower ventilatory vol-
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umes of warmer and more humidified

air, the magnitude of the thermal and

water fluxes across the mucosa are dimin-

ished and the potential to induce

bronchoconstricting is reduced.

It has been postulated that thermal

and water fluxes cause bronchocon-

striction through their effects on hista-

mine release.
6 With this mechanism, the

airway cooling that occurs with hyperp-

nea may lead to water loss from the

tracheo bronchial mucosa. This, in turn,

causes respiratory tract hyper osmolality

which may lead to mast cell degranula-

tion, histamine release, and consequent

bronchoconstriction. 10 However, it has

been argued that the changes in airway

osmolality due to exercise-induced hy-

perpnea are insufficient to trigger media-

tor release.
7

Another hypothesis linking thermal

fluxes to bronchospasm focuses on the

finding that asthmatics have a hyperplas-

tic tracheo bronchial capillary bed which

may be more permeable than usual. The

thermal flux associated with exercise hy-

perpnea may cause a sudden increase in

local blood flow and further changes in

vascular permeability in asthmatics.

These changes may result in a greater in-

flux in inflammatory cells and subse-

quent cytokine release. Thermal fluxes

may also occur following exercise. In this

context, the inspired air is warmer and

more humidified by the time it reaches

the lower airways. Thus when ventilation

is suddenly reduced, a rapid warming,

rather than cooling, of the tracheo bron-

chial mucosa occurs. This also may lead

to more rapid rewarming of the airways

and hyperemia with subsequent airway

edema and narrowing. 11

Whether the factor initiating

bronchoconstriction is a change in air-

way osmolality or hyperemia, it is likely

that neutrophil chemotactic factors and

leukotrienes are important mediators.

The observations that increases in levels

of these molecules coincide with the de-

velopment ofairway obstruction and that

pretreatment with leukotriene 4 recep-

tor antagonists can prevent exercise-in-

duced bronchospasm suggest that there

is a role for the 5 lipoxygenase pathway

in the pathogenesis of exercise-induced

bronchospasm.

Diagnosis

The diagnosis of exercise-induced

bronchospasm rests heavily on the his-

tory. Important areas to explore include

the types and levels ofexercise that cause

bronchospasm, how the reaction devel-

ops, conditions that modify the hyper-

reactive response, and how it resolves.

One should seek a history of wheezing,

coughing, or chest tightness during or

after exercise. Some individuals will state

that they only have difficulty breathing

during vigorous activity. These com-

plaints are often attributed to lack ofcon-

ditioning. However, ifsomeone chooses

to be sedentary, they may do so because

of the discomfort associated with exer-

cise-induced bronchospasm. In this con-

text, a high level of suspicion is often

needed to make the diagnosis ofexercise-

induced asthma. There should also be a

high index of suspicion if someone has

no difficulty swimming but has difficulty

running, especially in cold weather.

The next step in the diagnostic

workup is an assessment of pulmonary

function and consideration ofbronchial

provocation testing. The characteristic

pattern of obstructive dysfunction is

demonstrated by a low FEVj FEV^/FVC

ratio, and reduced specific airways con-

ductance. An increase in the FEV
1

of

1 5% following inhalation ofa beta
2
ago-

nist, confirms reversibility of airways

obstruction. However, if expiratory flow

rates are within the normal range,

bronchoprovocation testing should be

considered. Likewise, a reduction in

FEVj during a bronchoprovocation

(methacholine) trial confirms a diagno-

sis of asthma. Multiple medications,

however, can interfere with the metha-

choline challenge result. H selective an-

tihistamines, calcium channel blockers,

long-acting methylxanthines, and alpha

and beta
2
agonists and antagonists can

all affect provocation testing. Also, other

diseases can mimic asthma; therefore, test

results must be carefully interpreted.

An alternative approach to diagnos-

ing exercise-induced asthma is to use ex-

ercise rather than methacholine as the

bronchoprovocative agent. A reduction

in FEVj or peak expiratory flow rate of

10% or more during exercise is consis-

tent with the diagnosis.
12,13 The physical

activity used to provoke bronchospasm

need not be type-specific but should at-

tempt to match the intensity level of the

exercise which, by history, had been

known to cause the problem. Usually a

treadmill is employed for exercise test-

ing but a cycle ergometer can also be used.

With a treadmill, the patient exercises for

4-8 minutes at a workload sufficient to

increase the heart rate to 80% of pre-

dicted maximum or to about 50 to 60%
ofthe subjects predicted maximum oxy-

gen consumption.6 Expiratory flow rates

, typically the FEVj, are measured be-

fore and 1-2 minutes after exercise is

completed and then at 5-minute inter-

vals for at least 1 5 minutes. Caution may
be needed in individuals who have car-

diovascular diseases.

Treatment
Since exercise is an important part

of the psychosocial as well as the physi-

cal development in children, it is im-

Expiratory Flow During and Following Exercise

Typical changes in expiratory flow rates in an individual with exercise-induced asthma

5 ;
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portant to prophylactically treat exer-

cise-induced asthma to allow these in-

dividuals an active lifestyle. With
individuals in whom exercise is but one

of many asthma triggers, daily treat-

ment with an inhaled anti inflamma-

tory medication is beneficial. As the

underlying airway inflammation is re-

duced, the bronchospastic response to

exercise diminishes. With individuals

in whom the only trigger for asthma is

exercise, a number of therapeutic op-

tions can control symptoms. Ap-

proaches include the use of metered

dose inhalers for the acute treatment

of symptoms or a prophylactic ap-

proach. The latter may be accom-

plished by pretreatment with

medications or with exercise itself.

Drugs that have been approved for use

by the US Olympic Committee in-

clude beta adrenergic agonists, inhaled

corticosteriods, oral methyxanthines,

and oral antihistamines. The phar-

macologic approach is most often used

to prevent exercise-induced asthma.

The mainstay of this therapy is with

inhaled beta
2
agonists. Fast acting beta

agonists such as albuterol and bitolterol

are especially effective when taken 1 0-

15 minutes before exercise. This ap-

proach may prove to be effective in as

many of 90% of patients. Typically, 2

puffs of albuterol from a metered dose

inhaler will prevent exercise-induced

asthma for approximately 2 hours.

However, the duration of action of

these agents is short-lived, lasting only

a few hours. Thus, repeated adminis-

trations may be required if the activity

is prolonged. Longer acting beta ago-

nists such as salmeterol can be effec-

tive for up to 12 hours. This drug

should be taken 30-60 minutes before

exercise. Patients using this drug every

12 hours should not however take ex-

tra doses before exercise.

Cromolyn and nedocromil have

been used as alternative therapeutic ap-

proaches. They can attenuate the bron-

choconstrictor response to exercise

with an effective duration ofabout one

to two hours. These drugs are gener-

ally not as effective as beta agonists in

that they prevent exercise-induced

bronchospasm in about 40% of pa-

tients. 14 Both cromolyn and

nedocromil can be given by metered

dose inhaler or nebulizer. If 2 puffs are

not sufficient to prevent broncho-

...if someone chooses to

be sedentary
; they may

do so because of the

discomfort associated

with exercise-induced

bronchospasm.

spasm, 4 puffs may be helpful. These

agents have essentially no side effects.

In addition, they block the late phase

reaction to exercise. These drugs are

usually not used for rescue once bron-

chospasm occurs. Combination of a

beta, agonist and cromolyn may be

more helpful than using either one

alone. In this instance, the patient

should take the cromolyn 5-10 min-

utes after taking the beta agonist.

Ipratropium has also been used to man-

age exercise-induced bronchospasm.

Since bronchodilation with anti-cho-

linergic agents are ofslower onset, they

should be taken 60-90 minutes before

the onset ofexercise. Other agents that

are not as commonly used include

theophylline and inhaled corticoster-

oids. When inhaled corticosteroids are

used as a sole agent, they may not pre-

vent exercise-induced asthma. They

can be used with a beta, agonist in more

chronic severe asthmatics in decreas-

ing inflammatory response and de-

creasing vascular permeability. Exercise

itself can be used as a prophylactic

agent for exercise-induced asthma.

Typically, there is a refractory period

following exercise in which the airways

do not constrict with further exercise.

When repetitive episodes ofexercise are

performed within 40 minutes or less

of each other, the degree of bronchial

constriction progressively decreases.

Exercise is the only trigger for asthma

that can induce this phenomena of ta-

chyphylaxis. 6 This reduction in bron-

chial reactivity then may be used to the

individual’s advantage as a prophylac-

tic measure. For example, the simple

act of warming up before exercise can

help diminish the bronchospastic re-

sponse and provides a useful strategy

in children and adults who participate

in organized or scheduled physical ex-

ertion (i.e. physical education class,

sports, exercise class, running, jogging)

However, a warm up is not possible

before unexpected periods of exertion

(i.e. running for a train).

Finally, the recent advent of

leukotriene synthesis inhibitors and of

leukotriene-receptor antagonists pro-

vide the clinician a new means of pre-

venting exercise-induced asthma.

These drugs may be protective as long

as 20 to 24 hours following dosing. In-

dividuals taking these medications may
be less likely to require beta agonist

rescue therapy during exercise. The
exact role of this class of medication in

preventing exercise-induced asthma

still needs to be clarified.
15

To summarize, exercise-induced

asthma is common among children

and young adults. Some individuals

may not trace their exercise intolerance

to exercise-induced bronchospasm.

The diagnosis of exercise-induced

asthma is suggested by clinical history

and a reduction in FEVj by at least

15% with methacholine challenge or

by 10% with exercise challenge. Pro-

phylactic treatment with inhaled agents

1 5-30 minutes prior to exercise is usu-

ally effective in preventing symptoms.

Bronchospasm may also be prevented

if individuals warm up before more

vigorous exercise. Patients with exer-

cise-induced asthma should be encour-

aged to engage in physical activities

rather than adopt a sedentary lifestyle.

Thus, selecting sports such as swim-

ming rather than running or playing

ice hockey may be more rational

choices for these individuals.
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HIV, Infectious Diseases, and Competitive Athletics
—

Alexander A. Feller and Timothy P. Flanigan, MD, MPH

Abbreviations Used:

AIDS acquired immune deficiency

syndrome

DNA deoxyribonucleic acid

HBV hepatitis B

HIV human immunodeficiency virus

HSV herpes simplex virus

MRSA methicillin-resistant staphylo-

coccus aureus

NK natural killer

STD sexually transmitted disease

URI upper respiratory tract infec-

tions

T he interplay between infectious

diseases and competitive ath-

letics is an emotional one filled

with half-truths and myths. Much of

the sports-viewing public is acquainted

with the HIV disclosures of basketball

star Earvin “Magic” Johnson, diver

Greg Louganis, and boxer Tommy
Morrison. These announcements gave

a public face to the reality that there

are athletes competing today who are

carriers of infectious diseases, includ-

ing human immunodeficiency virus

(HIV), hepatitis B (HBV), herpes, and

other infections. Many members of the

lay, scientific, and athletic communi-

ties do not have a full understanding

of the sports medicine implications of

infectious diseases. Medical reality and

a hard-eyed appraisal of public health

risk should govern recommendations

to protect the health of infected and

non-infected athletes.

Infectious Disease Transmis-

sion in Sports

Much of the concern in the scien-

tific and athletic community has cen-

tered on the potential transmission of

HIV via athletic contact. No transmis-

sion of HIV in the athletic setting has

been documented. Physicians in

Varese, Italy, reported an HIV
seroconversion after a head-to-head

collision between a seronegative player

and an intravenous drug user during a

soccer match. 1

Officials later could not

confirm that the individual had not

been infected at a drug rehabilitation

center at which he worked. Two sepa-

rate “sport-like” transmissions have

been verified by the Centers for Dis-

ease Control, both fistfights, with one

involving a nasal hemorrhage bleeding

into an open cut on the forehead of a

previously uninfected man. 2
Italian re-

searchers have also reported a dual

hepatitis B (HBV)-HIV transmission

when a dually infected motorist head-

butted a previously seronegative man

after a car accident. 3

The risk ofHIV transmis-

sion in the sports arena is hence

possible but slim. No evidence

exists that HIV can be transmit-

ted via sweat or saliva. Current

laboratory techniques using

polymerase chain reaction for

HIV RNA and proviral DNA
indicate that HIV is not present

in eccrine sweat 4 A statistical

estimate of the overall transmis-

sion risk ofHIV in professional

football is 1 per 85 million

game contacts, 5 due to very low

HIV prevalence and low risk of

blood-borne exposure in this contest.

Though the risk of an on-field

HIV transmission may be small, phy-

sicians treating athletes should be aware

that outbreaks ofblood-borne diseases

can and do occur. HBV is more con-

centrated and sturdy in the blood and

more likely to be transmitted effectively

than HIV. In the early 1960s, 600

Swedish rough terrain orienteers were

infected with HBV after a competition

in which the athletes received frequent

skin abrasions and then, post-event,

soaked in a common bath of slowly

moving water. 6 In 1980, five of ten

members of a high school sumo wres-

tling club in Japan developed HBV.

The source of the outbreak was pre-

sumed to be an asymptomatic HBV
carrier who transmitted the virus per-

cutaneously via abrasions incurred dur-

ing wrestling.
7

Wrestling-induced herpes (herpes

gladiatorum) represents a frequent

form of infectious disease transmission

due to direct contact. There are 12

reports of herpes simplex (HSV) out-

breaks among wrestling and rugby

teams, often involving more than one

strain of HSV. 8
In one case, 60 (34%)

of 175 high school wrestlers practic-

ing at one training facility became in-

fected with HSV-1; 13 (22%)
continued to wrestle after developing

a vesicular skin rash.
9

Contagion by bacterial and fun-

gal infections may occur in athletes and

among their community and athletic

contacts. Outbreaks of staphylococcal

and streptococcal skin infections

among basketball, football, rugby, soc-

cer and wrestling teams have also been

reported. 8 In 1994, seven of32 mem-
bers of a Vermont high school wres-

tling team developed methicillin-

resistant staphylococcus aureus

(MRSA). 10 Three of 16 Vermont teams

and 8 of 26 out-of state teams that

wresded against the team reported skin

lesions in team members following

competition. Eleven non-wrestling

members of the community reporting

contact with the team also developed

MRSA infection.

Exercise and Immune Func-
tion

The effects of exercise on immune

function vary based on the intensity of

exercise and immune status of the ath-

lete. A J-shaped curve can characterize

the rate of upper respiratory tract in-

fections (URIs) in athletes. Those ath-

letes engaging in moderate exercise

have the lowest rate of infection with

URIs increasing with greater exercise

intensity. The association of moder-

ate exercise and an elevated immune

response has been demonstrated in

both normally functioning and

immunocompromised individuals.

According to the American College of
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Sports Medicine’s guidelines, a physi-

cian-prescribed 12-week regimen of

moderate exercise enhances immune

function and improves cardiorespira-

tory fitness.
11 Exercise has also been

demonstrated to increase the release of

endorphins and enkaphalins and de-

crease corticosteroid release, factors

possibly related to the exercise-induced

reductions in psychological stress.

The beneficial effects of moder-

ate exercise extend to immunocom-

promised individuals as well. Evidence

exists that moderate exercise among

HIV-positive individuals can be sus-

tained without large changes in CD-4
count or CD-4/CD-8 ratio.

12 Other

studies ofboth non-symptomatic HIV
positive individuals and those with

advanced HIV infection and symp-

tomatic AIDS found that exercise led

to increases in muscular mass, cardio-

respiratory fitness, and decreases in

psychological stress. The effects on in-

dices of immune function were either

negligent or positive. 13 Resistance

training has also been demonstrated to

increase muscle strength, bulk, and

muscle function and has been proven

to be particularly effective in battling

the wasting associated with end-stage

AIDS. Positively Fit, an exercise pro-

gram created in Vancouver, British

Columbia, and geared toward HIV-

positive individuals, has served as a

template for effective interaction be-

tween the sports community and local

AIDS organizations. 14

Intense prolonged exercise results

in a suppressed immune response in-

cluding decreased circulating leukocyte

subset numbers, decreased concentra-

tion of lymphocytes, lowered levels of

natural killer (NK) cell activity and

lymphokine-activated cytotoxicity,

lowered secretory IgA in mucosa, and

decreased neutrophil and macrophage

phagocytic activity.
13 This paradigm

has been verified in studies of elite ath-

letes. One study of professional soccer

players found that during their com-

petitive season, neutrophil counts in-

creased and CD-4 counts decreased

with changes normalizing during pe-

riods of less intense training.
15 Another

study of elite swimmers found that,

during the training season, serum im-

munoglobulin and IgA levels were

lower among athletes than in controls

and predisposed toward the develop-

ment of URIs. 16 The psychological

stress associated with elite training may

also contribute to this immunodepres-

sion. Though no studies of elite HIV-

positive athletes have been conducted,

the current recommendation for the

immunocompromised individual is

that moderate exercise is advisable

while strenuous prolonged exercise

probably is not.

. . . the current

recommendationfor the

immunocompromised

individual is that

moderate exercise is

advisable while strenuous

prolonged exercise

probably is not.

Knowledge, Attitudes, and
Behavior of Athletes

There are scarce data concerning

the knowledge and attitudes of com-

petitive athletes regarding HIV and

other infectious diseases and sports,

exercise, and immune function. We
conducted a study of 529 Rhode Is-

land high school athletes regarding

their knowledge and attitudes of issues

relating to HIV, infectious diseases and

competitive athletes.
17 Our results sug-

gest that high school athletes lack

knowledge about AIDS, especially the

risks of infection and avenues of con-

tagion. We also found a significant dis-

parity between the responses of public

and private school students and, to

some extent, between males and fe-

males. A considerable number of both

public and private school students fa-

vored certain sanctions against HIV-

positive individuals in the sports arena.

Thirty percent of public and 18% of

private school students believed that

HIV-infected athletes should not be

allowed to compete in contact sports

(pcO.OOl). Fifty-eight percent of all

students did not oppose banning HIV-

positive trainers from treating athletes.

Sixty-nine percent of public and 41%
of private school students favored man-

datory HIV testing of all athletes. Our

results suggest that primary care phy-

sicians who treat adolescents and young

adults must be aware of their limited

knowledge of HIV and infectious dis-

ease

In terms of knowledge base, our

survey indicated considerable gaps in

knowledge including modes of trans-

mission and current understanding of

infectious disease and athletics. Forty-

six percent of students did not know

that herpes could be contracted from

wrestling with an infected wrestler.

Eleven percent of students believed

incorrectly that a vaccine exists for the

AIDS virus. A majority of public

school (52%) and one-third of private

school students (34%) agreed with or

expressed uncertainty whether mild ex-

ercise was unhealthy for the HIV-posi-

tive athlete.

The misconceptions regarding

HIV among interscholastic athletes are

startling given the documented HIV,

hepatitis, and sexually transmitted dis-

ease (STD) risk ofmany male athletes.

Since Magic Johnson’s seropositive dis-

closure, awareness, if not knowledge,

of HIV and AIDS has increased, par-

ticularly among males and blacks. (In

one survey, 40% of students reported

changing their perception of their own

HIV risk.)
18 Nevertheless, HIV risk-

taking among athletes is not abating.

Intercollegiate athletes consume more

alcohol, use condoms less consistently,

have more sexual partners, and have

more reported sexually transmitted dis-

eases than non-athletes. 19

Intramuscular injection of steroid

use represents another risk factor for

the development of HIV and other

infectious diseases. Between 4% and

12% of high school seniors, many of

them wrestlers, football players and

strength-sport participants, report us-

ing steroids. Another survey of 1,010

intercollegiate athletes calculated that

between 2% and 20% of athletes used

steroids
20 - disturbing numbers given

the considerable needle sharing among
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users of injectable steroid packages.

These behaviors place athletes at

far greater infectious disease risk than

does any on-field event. Athletes

should be counseled about their sexual

risk, warned about the risks of steroid

use and needle sharing, and, if insis-

tent about steroid use, advised about

needle exchange opportunities.

Recommendations
The National Collegiate Athletic

Association, the American Academy of

Pediatrics Committee on Sports Medi-

cine, and the World Health Organiza-

tion have released similar statements

on the management of blood-borne

infection in competition. Any open

wound must be dressed immediately

before an athlete can practice or com-

pete. Skin lesions should be examined

by appropriate medical personnel to

evaluate the possibility ofblood-borne

transmission. Bloody uniforms are to

be treated as a health hazard, necessi-

tating a change in uniform before re-

turning to competition. Finally,

“universal precautions” including

cleaning wounds with antiseptic, us-

ing sterile gloves, decontaminating

bloodied training tables and floors, and

laundering bloodied or soiled uniforms

are now standard in interscholastic,

intercollegiate, and professional athlet-

ics.
21 Any decision not to compete

should be made after consultation with

the athlete’s private physician and team

physician.

Given the minuscule risk of HIV
transmission in competition, neither

HIV testing of all athletes nor limiting

the participation of the HIV-positive

athlete, nor breaching the confidenti-

ality of the infected athlete are war-

ranted as public health measures. The

National Basketball Association, Na-

tional Hockey League, Major League

Baseball, and the International Olym-

pic Committee have echoed this opin-

ion. Professional boxing remains the

only major exception to the basic rule

of respect for the confidentiality and

right to compete of the HIV-positive

athlete. In 1988, in a decision followed

by boxing commissions in many states,

the Nevada Athletic Commission man-

dated HIV testing for boxers, with a

positive test resulting in an automatic

disqualification from boxing. The
policy is still in effect though clouded

by contentious legal parrying involv-

ing right-to-privacy issues and calls for

boxing to become safer from both an

infectious disease and a broader medi-

cal standpoint. Amateur fights, for in-

stance, are halted to dress bleeding

wounds. Olympic boxers also wear

larger gloves, fight shorter bouts, and

wear shirts and protective headgear,

measures that decrease infectious dis-

ease risk and the possibility of more

serious injury including brain damage,

brain hemorrhage, and internal

trauma.

Intercollegiate athletes

consume more alcohol

\

use condoms less

consistently, have more

sexualpartners, and have

more reported sexually

transmitted diseases than

non-athletes.

Hepatitis B testing is neither wide-

spread nor recommended of all athletes

due to the similarly slim, albeit el-

evated, risk of infection in comparison

to HIV Hepatitis B vaccination is rec-

ommended for all athletes and all train-

ers who have exposure to blood. One

ofthe documented outbreaks ofHepa-

titis B in the athletic setting occurred

among Japanese sumo wrestlers, grap-

pling with much of the skin on their

body exposed, who were apparently

infected by a fellow wrestler with open

wounds, scars, and bleeding. Adhering

to universal precautions minimizes the

risk of a similar event occurring in a

sanctioned athletic setting.

With regard to the viral, fungal,

and bacterial skin infections that have

led to most of the infectious outbreaks

in wrestling, a more stringent policy is

necessary. Ten percent of practice and

competition time missed by wrestlers

is due to skin infections.
21 Any open

wound and infectious skin condition

that cannot be bandaged or otherwise

shielded from contact should disqualify

an athlete from competition. In addi-

tion, the current recommendation is

that medical personnel examine the

skin over the entire body of all wres-

tlers before clearing them for partici-

pation.
21

The more rigorous policing ofskin

infections necessary in sports such as

wrestling highlights the fact that dis-

tinct diseases require different medical

and public safety measures. A blood-

borne transmission of HIV or HBV is

far more likely to be the result of risky

off-field sexual or drug use behavior

than to occur in a bloody on-field col-

lision. Strict adherence to universal

precautions diminishes the risk of

blood-borne exposure even in close

contact sports to close to zero.
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Get With the Guidelines

Kenneth LaBresh, MD

I
n 1995 the American Heart Association and the Ameri-

can College ofCardiology published Comprehensive Risk

Reduction for Patients with Coronary and Other Vascular

Disease, the Secondary Prevention Guidelines. The data show

that 94% of post-acute myocardial infarction (AMI) pa-

tients have LDL exceeding the goal of less than 100. As a

matter of practicality they virtually all need treatment and

less than 25% are on drug therapy and 11% are at goal.
1

Despite widespread dissemination of the guidelines and the

underlying evidence base for reduction of mortality and

morbidity, several publications have identified poor adher-

ence to the guidelines in hospitals and outpatient practices.
24

Recognizing this gap between what we know and what we

do, in 1998 the American Heart Association set the ambi-

tious goal to reduce morbidity, mortality and risk for car-

diovascular disease and stroke by 25%. This will be

accomplished by striving to improve access to emergency

cardiac and acute care treatment, by enhancing disease pre-

vention and management, and by providing the necessary

resources to sufficiently achieve these health-related goals.

Our prevention and treatment programs will focus much

ofour attention on implementation of the guidelines, seek-

ing to put into practice what we already know.

Medical systems throughout the United States are un-

der increased pressure to adapt to rapidly changing proto-

cols and regulations. In Rhode Island our acute care

hospitals, working with Rhode Island Quality Partners

(RIQP) in their 5 th Scope ofWork project, demonstrated

significant improvement in the treatment ofAMI for the

use ofaspirin, B-blockers, and Angiotensin Converting En-

zyme Inhibitors (ACEI). The program, however, highlighted

the need for additional improvement in B-blocker use and

counseling for smoking cessation, and did not address the

use of lipid lowering agents which are currently used in less

than 25% of this patient population.

“GetWith The Guidelines” is a program devel-

oped by the New England Affiliate of the American Heart

Association (AHA) aimed at assisting health care profes-

sionals to implement the comprehensive cardiac risk factor

prevention guidelines established by the American Heart

Association and the American College of Cardiology in in-

stitutions. This program will target patients discharged with

Abbreviations Used:

ACEI angiotensin converting enzyme inhibitors

AHA American Heart Association

AMI acute myocardial infarction

HCFA Health Care Financing Administration

HEDIS Health Employers Data and Information Set

JCAHO the Joint Commission on the Accreditation

of Healthcare Organizations

RIQP Rhode Island Quality Partners

coronary artery disease. The primary focus of this program

is to assist hospital teams in developing and implementing

protocols designed to meet the need to satisfy the Health

Care Finance Administration (HCFA), the Joint Commis-

sion on the Accreditation of Healthcare Organizations

(JCAHO), and the Health Employers Data and Informa-

tion Set (HEDIS) performance indicators, and more im-

portantly adding to the quality and quantity of life of our

many Rhode Islanders with vascular disease. The American

Heart Association New England Affiliate will provide hos-

pitals with the educational tools and resources necessary to

make this program a success. The guidelines can be obtained

from the AHA office in Providence or at the

Americanheart.org web site. Furthermore, the 10 acute care

hospitals are developing care maps and standing orders to

implement these guidelines.

We recognize that there are other initiatives underway

to improve cardiovascular care. By partnering with other

successful programs such as HCFA*s 6th Scope of Work

currently being implemented by RIQP, the American Heart

Association seeks to enhance and expand these efforts.

“Get With The Guidelines” is designed to:

• assist with building consensus throughout hospitals

• develop flexible care maps

• utilize data collection resources to avoid duplication

This is very much a TEAM project. Possible members

of a hospital-wide team include: Medical Director/Associ-

ate, Cardiologists, Case Managers, Quality Assurance Di-

Medicine and Health / Rhode Island



rector/Managers, Pharmacy Directors, Cardiac Rehabilita-

tion Nurse, Patient Education Director, Data Information

Manager/Analyst and Wellness Coordinator.

As medical practitioners, we and our patients are the

ultimate team that will determine the success of this initia-

tive. After helping to create a successful system for the

initiation of treatment, we need to insure its use and help

our patients to adhere over the long term. Remember that

these proven interventions: aspirin use, B-blockers, ACE
inhibitors, lipid lowering, blood pressure control, exercise

and smoking cessation are life saving treatments which can

stem the epidemic which now kills two thousand of our

family members, friends and neighbors in Rhode Island

every year.

Kenneth LaBresh, MD, is President, American Heart

Association, New England Affiliate; Blackstone Cardiology

Associates, Pawtucket, Rhode Island.

Correspondence:
phone:(40 1)723-12 10

fax: (401)723-2410

e-mail: klabresh@compuserve.com
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a© Head Injuries Sustained During Sports and Recreation

Jay S. Buechner, PhD, Mary C. Speare, MA, David Hamel, MPA, Janice Fontes, MA

D uring the past two decades, the acute medical treatment

for traumatic brain injuries has improved considerably.

Now, many patients survive after experiencing severe head inju-

ries that would have proven fatal earlier. These persons require

rehabilitative services that are different in kind and duration

from those needed by most other injury victims. Recognizing

the need to plan for, provide, and evaluate injury prevention

activities and the services needed by head injury survivors, the

Rhode Island General Assembly established a statewide Trau-

matic Brain Injury (TBI) Registry in 1986. This report pre-

sents statistics from the registry on serious head injuries among

Rhode Island residents during 1 996 and 1 997 that were sus-

tained during participation in sports or recreational activities.

Methods
The TBI Registry identifies cases of head injury that

result in death or admission as a hospital inpatient through

examination of (1) death certificate data, (2) hospital dis-

charge data, (3) direct data submissions from hospitals to

the registry, and (4) hospital trauma registry data. For 1 996

and subsequent years, registry staffhave abstracted data from

hospital medical records and State Medical Examiner records

for cases meeting the case definition established by the Cen-

Sports

3% Recreation

8%

All Other
89%

(N= 1,378)

Abbreviations Used:

CDC Centers for Disease

Control and Prevention

TBI traumatic brain injury

Figure 1 . Traumatic Brain Injuries by Cause of Injury, Rhode

Island, 1996-1997.

ters for Disease

Control and Pre-

vention (CDC). 1

Where relevant

data sources are

available, Rhode Is-

land residents sustaining head injuries out of state have been

included in the registry.

Head injuries sustained during sports or recreation were

identified from information on the etiology and external cause

of injury. Any case with an etiology code for a specific sport

or with an external cause of either a fall during sports or col-

lision during sports was defined as sports-related. Any case

with an external cause related to bicycles, swimming, recre-

ational boating, snowmobiles, off-road motor vehicles, horse-

back riding, or other recreational activity or identified as

occurring at a place of recreation was defined as recreation-

related. United States Bureau of the Census estimates were

used as population denominators for rates.
2

Severity of injury was determined based on informa-

tion concerning (1) death at the injury scene or prior to

hospital admission, (2) the patient’s Glasgow Coma Score

at admission, and (3) the patient’s level of consciousness at

admission. Based on these items, injury severity was ranked

as follows: death, coma, moderate impairment of conscious-

ness, and minimal or no impairment of consciousness.

Results

Rhode Island residents sustained a total of 1,378 head

injuries during 1996 and 1997 that met the CDC case defini-

tion. Of these, 43 (3.1%) were sports-related and 108 (7.8%)

were recreation-related. (Figure 1) [Included in the “All Other”

category were falls, vehicle accidents, and physical assault.]

Younger persons and males were at elevated risk for head

injuries related to sports and recreation. (Figure 2) Incidence

rates were greatest among those ages 14 and younger; at higher

ages, the incidence rate decreased with age until the age group

44 years and older, where it was less than one-tenth the rate

among children and young adolescents. For other head inju-

ries, the age pattern reflected the frequency of falls among the

very young and the elderly and the frequency of motor ve-

hicle crashes among adolescents and adults. By gender, males

of all ages were three times as likely as females to sustain head

Medicine and Health / Rhode Island



Table 1. Distribution of Severity* of Traumatic Brain
Injury by Cause of Injury, Rhode Island,
1996-1997

.

Severity*

Cause of Injury
Sports
(N=43)

Recreation
(N=108)

Other
(N=l,227)

Death 0% 6% 2%

Coma 2% 7% 15%

Moderate impairment 9% 13% 13%
Minimal or no
impairment 88% 75% 70%

*Based on death or impairment of consciousness

Note: Percentages may not total 100 due to rounding.

injuries during sports and recreation.

Overall, head injuries due to sports and recreation were

slightly less severe than head injuries sustained from other

causes. (Table 1) Three-quarters or more of them resulted

in minimal or no impairment of consciousness, compared

to 70% of other head injuries. One exception to this gen-

eral finding is that a relatively high, but not statistically

significant, proportion (6%) ofhead injuries related to rec-

reation resulted in death.

Discussion

at the state and national level. In

the past three years, the Rhode Is-

land Department of Health has

sought and obtained support from

the CDC for head injury surveil-

lance, through a cooperative agree-

ment to improve the infrastructure

for statewide TBI surveillance, and

for head injury prevendon, through

a cooperative agreement to increase

the use of bicycle helmets in the

state. Last year, the Rhode Island

Department of Human Services

sought and obtained a grant from

the federal Health Resources and

Services Administradon to perform

a needs assessment for head injury

survivors. These efforts are first

steps; they must be followed by

sustained and expanded primary prevention efforts targeted

at TBI and by the development and implementation ofa com-

prehensive statewide program to meet the documented needs

of persons with traumadc brain injuries.

References

1. Thurman DJ, Sniezek JE, Johnson D, et al. Guidelines for

Surveillance of Central Nervous System Injury. Atlanta: Cen-

ters for Disease Control and Prevention, 1995.

2. United States Bureau of the Census web site: http://

www.census.gov/hhes/www/saipe/stcty/estimate.html

One in nine serious head injuries in Rhode Island re-

sults from participation in sports or recreational activity.

These injuries occur disproportionately among the very

young and therefore have greater long-term impact on the

individual, his or her family, and the state’s rehabilitation

and education systems.

Because of their numbers and the resources needed to

treat them, head injuries have received increasing attention
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Bone Mineral Density Assessment

Jonathan P. Vaccaro, MD, and Susan G. Lejfler, MD

[Part One of a Two-Part Series]

Despite increasing professional and public awareness

of osteoporosis, the management of this disease has been

confined mainly to specialists. Yet given the ubiquitous na-

ture of the disease and recent improvements in diagnostic

testing and safer treatment options, the primary care phy-

sician needs to be cognizant of the methods to diagnose,

monitor, and treat osteoporosis.

This two-part review is intended to provide an intro-

duction to bone mineral density assessment (BMD). Part

one will provide a brief review of the definition and epide-

miology of osteoporosis, then describe methods for mea-

suring bone mineral density, and when to use them. Part

two will review the interpretation of test results, continued

monitoring of bone mineral density, and other manage-

ment issues.

A Silent Killer

Osteoporosis is characterized by low bone mass and

micro-architectural deterioration which leads to bone fra-

gility and to an increased risk of fracture.
1

2

In 1994 the

World Health Organization (WHO) defined osteopenia,

osteoporosis, and severe osteoporosis in terms ofBMD, us-

ing standard deviations below the young adult mean as the

unit of measurement. (Table 1) The National Osteoporo-

sis Foundation (NOF) used a similar approach to define

cutoff points for pharmacologic intervention: BMD T-

scores less than -2.0 standard deviations in women with no

known risk factors for osteoporosis, and BMD T-scores less

than -1.5 standard deviations with known risk factors.

As one of the most prevalent conditions associated with

aging, osteoporosis is a major health problem. The lifetime

risk of osteoporosis is greater than a woman’s combined

lifetime risk of ovarian, breast, and endometrial cancer, and

a man’s lifetime risk of prostate cancer. The most common
clinical manifestations of osteoporosis are fractures and their

complications. Fractures generally occur about the hip,

spine, wrist, and proximal humerous. About 500,000 spine

fractures, 250,000 hip fractures, and 240,000 wrist frac-

tures occuring in the United States each year are believed

to be caused by osteoporosis.
2 '

1 Hip fractures are especially

disastrous, because up to 20% result in death, and another

50% result in significant disability at one year post injury.

Osteoporosis is considered a “silent killer,” because clinical

Abbreviations Used:

BMD bone mineral density

DEXA dual energy x-ray absorptiometry

NOF National Osteoporosis Foundation

QCT quantitative computed tomography

WHO World Health Organization

Figure 1 . Incidental findings of thoracic kyphosis and wedge

compression deformity.
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Table 1. World Health Organization bone mineral

density criteria for osteoporosis

Table 2. National Osteoporosis Foundation criteria

for performing bone mineral density testing

Classification

Normal

Osteopenia

Osteoporosis

Severe Osteoporosis

T-Score

>-1.0 SD
<-1.0 SD, > -2.5 SD
< -2.5 SD
< -2.5 SD with fragility

fractures

1 . All postmenopausal women less than age 65 who
have one or more additional risk factors for

osteoporosis (besides menopause).

2. All women age 65 and older, regardless of

additional risk factors.

3. Post-menopausal women who present with

fractures.

4. Women who are considering therapy for

osteoporosis ifBMD testing will facilitate the

decision.

5. Women who have been on hormonal replacement

therapy for prolonged periods.

Table 3. QCT versus DEXA 1

Preferred Modality

QCT DEXA

Prior QCT
Patient weight <105 pounds

Patient weight 200-400 pounds

Children

Severe scoliosis

Severe DJD of spine

Prior lumbar spine surgery (e.g., laminectomies,

Harrington rods, and pedicle screws)

Severe aortic calcification

Prior DEXA
Patient weight >300 pounds

“Average” patient without prior back surgery, scoliosis,

or DJD, since 2 sites are measured. S

Cannot Perform

QCT DEXA

Pregnancy

Weight >400 pounds

Pregnancy

BE within one week

Nuclear med scan within one week

Same day IV contrast

Major Differences

1
.
QCT is more sensitive for following pharmacologic intervention if patient has scoliosis, osteoarthritis, or prior

surgery of lumbar spine.

2. With serial measurements, the spine will be far more sensitive to detecting changes in bone mass than the hip.

3. DEXA has the advantage of screening more than one site.

4. DEXA can perform forearm analysis. This is particularly relevant for evaluating cortical bone loss seen in

hyperparathyroidism and hyperthyroidism.

5. Some DEXA units (e.g. Lunar) can obtain a whole body analysis of total BMD as well as whole body fat

composition.

manifestations do not present until an advanced disease

state. Indeed, the pain comes from the fractures, not from

the osteoporosis.

Who is at Risk?

Numerous risk factors have been reported which may

help predict patients with low bone mass or with increased

fracture risk .

1,2,5 Some of the common risk factors, such as
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age, sex, race, and family history, cannot be modified. Oth-

ers, such as smoking, alcoholism, low body weight, estrogen

deficiency, poor calcium intake, vitamin D deficiency, lack

of exercise, and frequent falls are potentially modifiable.

In assessing risk, it is important to consider contributing

factors such as known or unknown medical disease and drug

therapy. The most common silent or unsuspected causes of

secondary bone loss in elderly women are hyperparathyroid-

ism, hyperthyroidism, vitamin D deficiency and multiple

myeloma. Common prescription medications associated with

bone loss include anticonvulsants, glucocorticoids, heparin,

and excessive thyroid homone used for suppressive treatment.

Anyone with a prior fracture at any site is at increased

risk of subsequent fracture at any site.
4,6 A prior atraumatic

fracture indicates a reduction in total bone mass of at least

30%. The earlier the age of fracture, and the greater the num-

ber of fractures, the greater the subsequent risk. A previous

vertebral fracture increases the risk of additional vertebral

fracture by at least two-fold. A wrist fracture doubles the risk

ofhip fracture and triples the risk ofvertebral fracture. Thus,

documentation of a prior atraumatic fracture at any site is

important. Likewise, further evaluation of any unsuspected

vertebral fractures demonstrated on a lateral radiograph of

the thoracolumbar spine is imperative. (Figure 1)

Who should be tested?

Patients who will most benefit from BMD assessment

are determined by the individual’s risk profile. At the same

time, the assessment of bone mass is justified only in those

cases in which the result obtained will influence decisions

about treatment, regardless of known risk factors.

In 1998, the NOF published specific criteria for per-

forming BMD testing, based on clinical parameters and

risk factors. (Table 2) The NOF asserts that having two or

more risk factors places a patient at a greater than 30%
increase in fracture risk at any age.

1

The significance of osteoporosis in men should not be

overlooked.
7
Assessing clinical risk factors for osteoporosis in

men is comparable to assessing clinical risk factors for os-

teoporosis in women. Age greater than 65, smoking, and regular

alcohol use may contribute significantly to osteoporosis risk.

Which anatomic site should be assessed?

Since osteoporosis is a systemic disease, and bone loss

occurs at all sites, measuring BMD at any skeletal site has

value in predicting fracture risk.
2,4,6 Thus a single measure-

ment obtained in the hip, spine, or wrist may be appropri-

ate in younger people with no known risk factors.

Measurement at multiple sites has certain advantages, how-

ever, especially in the elderly where the distribution of os-

teoporosis may be heterogeneous. Further, measuring BMD
at the site of biological relevance predicts fracture at that

site most accurately.
6 Consider three examples:

1

.

Since hip fractures in the elderly have the highest mor-

bidity and mortality, evaluating that site has the great-

est clinical relevancy.

2. The subtle changes in trabecular BMD that occur in

the immediate post-menopausal period or that occur

as a result of therapy are often more marked in the

spine and can be detected earlier at that site than in

the hip or wrist.

3. Cortical bone resorption may be more pronounced in

certain diseases such as hyperthyroidism or hyperpar-

athyroidism. Forearm measurements are considered

better indicators of cortical bone loss than measure-

ments at other sites.

Which exam is best to order?

A number of desitometers provide reliable assessment

of bone mass. These evaluate BMD either centrally in the

axial skeleton (e.g., vertebral body) or peripherally in the

extremities (e.g., forearm, finger, heel). Densitometry mea-

surements of the axial skeleton are considered the most sen-

sitive as this evaluates highly metabolically active trabecular

bone. At the same time, hip BMD is the best predictor of

hip fracture and predicts fracture at remote sites as well.
2,4

Peripheral bone mass measurements in the appendicu-

lar skelton may be performed by radiographic densitom-

etry, dual energy x-ray absorptiometry (DEXA), quantitative

computed tomography (QCT), or sonography. Depending

on the machine, these techniques measure bone density in

the finger, hand, forearm, or heel. Since early bone loss in

osteoporosis occurs axially, techniques measuring the ap-

pendicular skeleton are less preferred. Approximately 10%
of those patients with normal peripheral BMD will have

central osteopenia or osteoporosis. However, low cost and

portability contribute to its popular use as a “screening”

exam. While peripheral BMD measurements are useful for

screening, central BMD measurements are necessary for

monitoring response to therapy.

DEXA is the most widely available method for diag-

nosing osteoporosis. A typical DEXA. examination consists

of two-site BMD measurements: the proximal femur and

anteroposterior lumbar spine. Lateral lumbar spine, distal

radius, and total body BMD can also be determined by this

method. DEXA scanners can also determine body compo-

sition by measuring the amount of regional and total lean

and fat tissue. Advantages ofDEXA include a low x-ray dose

(equivalent to one-tenth of a chest radiograph), ease of use,

and rapid scan time.

QCT also evaluates BMD of the spine and can be used

to assess peripheral forearm measurements. QCT is unique

in that it can selectively measure trabecular bone and pro-

vide a volumetric density in grams per cubic centimeter (ver-

sus DEXA, which measures gm/cm2
). Since trabecular bone

is more metabolically active than cortical bone, QCT is a

more sensitive method for detecting serial changes in BMD.
Additional advantages of QCT over DEXA include mea-

surements that are not affected by degenerative disease,

scoliosis, or atherosclerotic disease. (Table 3)
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Reporting Period

Feb.

1999
12 Months Ending with Feb. 1999

Number (a) Number (a) Rates (b) YPLL (c)

Diseases of the Heart 279 3,031 306.1 3,760.5

Malignant Neoplasms 180 2,504 252.9 6,823.0**

Cerebrovascular Diseases 40 569 57.5 808.5

Injuries (Accident/Suicide/Homicide) 25 361 36.5 7,162.5

COPD 67 445 44.9 352.5
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Reporting Period

August

1999
12 Months Ending with

August 1 999

Number Number Rates

Live Births 1,135 13,296 13.4*

Deaths 798 9,843 9.9*

Infant Deaths (14) (92) 6.9#

Neonatal deaths (10) (69) 5.2#

Marriages 926 7,684 7.8*

Divorces 159 2,972 3.0*

Induced Terminations 413 4,857 365.3#

Spontaneous Fetal Deaths 47 1,021 76.8#

Under 20 weeks gestation (45) (953) 71.7#

20+ weeks gestation (2) (68) 5.1#

“Excludes one death of unknown age

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of

990,225

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode

Island for the reporting periods listed above. Monthly provi-

sional totals should be analyzed with caution because the num-

bers may be small and subject to seasonal variation.

* Rates per 1,000 estimated population

# Rates per 1,000 live births
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Ninety Years Ago

[February, 1910]

Arthur H. Harrington, MD, Superintendent of the State

Hospital for the Insane, in Howard, RI, discussed the

challenge of the growing Hospital census. Between 1 890

and 1908 the average daily number of patients had risen

101%. (In 1890 the annual average daily count was 507;

by 1908 it had risen to 1204). He warned that “overcrowd-

ing of wards ... undoubtedly retards, if it does not actually

prevent, recovery in some cases.” In the debate over hospi-

tal care versus custodial care, he came down on the side of

the former, citing Pinel’s discharge of 50 insane persons

from chains (the patients did not deteriorate further) and

the work of Dr. Charles Bancroft from the New Hamp-
shire State Hospital (an “alienist of national repute”), who
demonstrated that patients with proper care might get bet-

ter. Accordingly, Dr. Harrington called upon the state to

build a “suitable physical plant” for the care of the men-

tally ill.

In “State Commitment of the Insane in Rhode Island:

A Barbaric Scandal,” Dr. John E. Donley contrasted the

plight of the insane man of means against his impover-

ished counterpart: “If he or his relatives possess four dol-

lars per week wherewith to defray the expenses of care and

treatment, he may be committed privately, and hence with-

out notoriety or publicity, to the State Hospital for the In-

sane at Howard. This is proper and eminently as it should

be.. ..But ...if this patient is poor, if to his insanity he adds

the poverty which may have produced it.. .Not then may

he hope to be treated humanely as a man sick in

mind.. ..Before he may be sent to the Hospital for the In-

sane he must be brought into court and subjected to the

insult of a quasi-criminal trial.”

Fifty Years Ago
ft

* [February, 1950] ^
G eorge Waterman, MD, in the Providence Medical As-

sociation annual address, cited the open meeting to

discuss the controversy between the Hospital Service Cor-

poration (Blue Cross) and the Medical Society’s Physicians

Service Committee as a key event of the past year. He also

reported on Society committees (Air Pollution, Food Han-

dlers, Medical Milk Commission, Diabetic Detection).

Arthur Kern, MD, described a case of “Linear Psoria-

sis,” an extremely rare occurrence in a four-year-old girl,

who first showed symptoms at age 6 months. Treatment

consisted of roentgen-ray therapy.

Twenty Five Years Ago
5^ [February, 1975] ^

I
n Message from the Dean, Pierre M. Galletti, Vice Presi-

dent, Biology and Medicine, at Brown, discussed “Medi-

cal Ethics: How Much Can Be Taught?” In response to “a

growing. . . recognition that the human dimension may be

lost, rather than gained, in the process of medical educa-

tion,” Brown had recruited from the Departments of Phi-

losophy, Religious Studies, Biology and Medicine faculty

pairs (non-medical and medical) to lead germane Univer-

sity courses (e.g., Ethical Problems in the Field of Mental

Health).

RI Tel-Med Program was explained. Patterned after a

program developed by the San Bernardinao (CA) County

Medical Society, RI Tel-Med (spearheaded by the RI Medi-

cal Society, with the Department of Health, Blue Shield,

and the Council for Community Services) provided free

recorded messages on health topics to callers.

Frank W. Sullivan, MD, asked, “Senator Bennett:

Where Are You?” Dr. Sullivan was skeptical ofthe P.S.R.O.,

included in the Social Security Amendment of 1972 (and

credited to Senator Bennett). “Regardless ofwhat the good

Senator believed or wanted us to believe about this ‘excit-

ing’ piece of legislation, it has begun to dull...While Wallace

Bennett settles into retirement in his native Utah, medicine

is left with the implementation of his cumbersome ‘brain-

child.’”

Thomas F. Kelleher, Associate Justice, Supreme Court

of Rhode Island, reviewed the structure of the courts, fo-

cusing on two major malpractice cases. He reassured read-

ers: “the quintet that occupies the 7th floor is not some

radical anti-medical cabal that is out to do you and your

profession in...”

Philip J. Rubin, MD, and Stephen H. Zinner, MD, in

“An Antibiotic Update: New Penicillins and Cephalosporin,”

cautioned, “...the deci-

sion to use a new
medication should be

based on specific indi-

vidual clinical situa-

tions.”
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angiography and cardiac scanning
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• MRI specialized, CAQ certified radiologists
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We have ways to schedule MRI

for your patients:

1 . Today.
Emergency MRI's are rare, but when the

need arises we can handle it. Any time,

any day, we'll get your patient in.

2. Tomorrow.
With extended hours and ten locations,

we can almost always book an exam

within 24 hours.

3. At the patient’s
convenience.
Most patients want to fit the MRI exam

into their busy schedules. Whether that

means early morning, midday or evening

- weekdays or weekends - we can give

them convenient appointments.

We have ten MRI locations:

Kent County Memorial Hospital

Landmark Medical Center

Memorial Hospital ofR1

Newport Hospital

Our Lady ofFatima Hospital

Rhode Island Hospital

Roger Williams Medical Center

South County Hospital

The Miriam Hospital

The Westerly Hospital

Rl Network

To reserve patient appointments with the

Rhode Island MRI Network, call:

401-435-4100 or 800-284-2860
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055 Commentaries -®=

Second Opinions

Arelative moved to New York car-

ying the diagnosis of ulcerative

colitis. “I doubt it,” said the new gas-

troenterologist. “Well I had bloody di-

arrhea, a barium enema and a

colonoscopic evaluation and the gas-

troenterologist thought it was U.C.”

“Well, I’m not so sure.” I think we

can cut back on some of these medi-

cations. A few weeks later, following

a bout of bloody diarrhea and

colonoscopy, a diagnosis was rendered.

“It looks like you have ulcerative coli-

tis and really do need those medica-

tions.” When the New York

gastroenterologist moved to New Jer-

sey, the patient found a new specialist,

who again doubted the diagnosis and

repeated all tests.

What interested me in this were

the similarities to my own experiences,

less so in recent years, with access to

diagnostic tests more limited. It used

to be a knee jerk reaction in certain

referral centers to a) immediately as-

sume the local expert was probably

wrong, especially if the history was in

any way atypical, and b) repeat all tests

at the local center without reviewing

the old studies. Often new and un-

necessary tests were added to the mix,

“just to be sure.” Some patients like

this reassurance, that two specialists

arrive at the same conclusion, virtually

independently, the second opinion not

really taking the first into account.

Some, like my relative, simply wonder

why a diagnosis can’t be made and

passed on from one doctor to another,

not endlessly rediscovered. I must say

that this has been one of the few posi-

tive outcomes of managed care.

My own discipline, neurology, is

less procedure-driven than many oth-

ers and the imaging studies are often

as good at the local level as they are at

the tertiary center. The interpretations,

of course, vary in quality so one merely

has to request a scan to review rather

than repeating it.

Consultants see patients referred

by PCPs, patients who are self-referred

seeking a second opinion (usually hop-

ing it will be different than the first)

and patients referred by other special-

ists in the field. Generally I’ve found

that the more one knows about one

area the less reliant one needs to be on

tests. When my patients go for their

third and fourth opinions I am often

struck by how often repeat testing is

used more as a crutch for the doctor

than a tool. “Well, I tested you every

which way” and although none of the

tests were very relevant, “it looks like

you really do have that disorder.”

We consultants must do a better

job of treating our colleague special-

ists with greater respect. They may

know more than we do.

— Joseph H. Friedman, MD

He That Hath Clean Hands

Upon completion of his second expedition to the New
World, Columbus returned to Spain with a cargo of

precious metals, artifacts and botanical curiosities. One of

the exotic objects brought back was a heavy black ball of

dried tree sap, called caoutchouc and said to have been

employed by natives for recreational purposes. The archi-

vists who documented the Columbian treasures noted that

when the ball was dropped it rebounded as though it were

alive. For three centuries the gummy product remained

unexploited until the English chemist, Joseph Priestley,

noted that when it was rubbed against paper surfaces it

erased pencil marks, hence its newer name, India-rubber.

The wider use of rubber beyond idle amusement or

erasure awaited the discovery by Charles Goodyear, in 1 839,

that when crude rubber was heated to 120 degrees Centi-

grade in the presence of sulphur compounds [a process he

called vulcanization) it formed a thermostable, durable and

elastic product suitable for membranes and other products

requiring both impermeability and pliability. Another fifty

years passed before someone suggested that it be used to

manufacture gloves for physicians.

Historically, few surgeons tolerated gloves; but in 1758,

a German obstetrician, J. Walbaum, devised a hand-cover-

ing made of the intestinal wall of sheep. His glove covered

three fingers and the back of his hand; and it was layered

with grease to facilitate the manual extraction of the new-

born baby. [Midwives had commonly applied lubricating

substances such as lard or olive oil on their hands when

delivering babies.
1
Walbaum’s contrivance was conceived

solely to ease the movements of his hands.
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Syphilis, by the 19th Century, was accepted as a con-

tagious disorder. Midwives and physicians learned this harsh

reality personally when they often developed syphilis of

their hands following internal examination ofwomen with

the disease. In 1808 the Viennese dermatologist Josef Plenk

advocated that a thin barrier be placed between the exam-

ining hand and the patients body as a means of lessening

what had become an occupational hazard; he suggested that

the hand be enveloped in a globular sheath using the blad-

der of a horse.

During the next few decades a number of glove-like

devices were contrived, some of leather, some of silk. Their

stated purpose was either as a lubricant carrier or as a pro-

tection for the physician or midwife against infectious dis-

ease. Bulky leather gloves, however, made palpation and

suturing more difficult and were universally rejected. In

1842, Sir Thomas Watson, one of England’s leading physi-

cians, wrote: “In these days of ready invention, a glove, I

think, might be devised which should be impervious to

fluids and yet so thin and pliant as not to interfere materi-

ally with the delicate sense of touch required in these ma-

nipulations.” Watson’s article was the first to recognize that

infection may also pass from the contaminated hands of

the physician to the examined patient. Watson, whose wife

had recently died of childbed fever, henceforth became a

fervent advocate of clinical antisepsis.

An article in an 1 847 issue ofLancet, the British medi-

cal journal, took note of the fact that the examining hands

of physicians were regularly infected particularly at sites of

prior scratches or sores. The author recommended the use

ofastringent agents such as silver nitrate applied to the hand

before undertaking examinations and, as an afterthought,

the possibility of enclosing the examining hand in a pro-

tective glove. In the following year Lancet contained an

article suggesting that thin membranes made from caoutouc

[derived from the Brazilean Hevea tree] or gutta percha

[from the Malaysian Palaquium tree] might be suitable for

glove manufacture.

In a curious way, Lister’s immense contributions to

antiseptic surgery served to suppress further development

of rubber gloves. Lister contended that his meticulous an-

tiseptic procedures within the operating room precluded

the need for gloves, masks or sterile gowns. Surgeons re-

considered the merit of rubber gloves, however, when ex-

periments demonstrated that viable bacteria remained on

their hands despite vigorous scrubbing and immersion in

antiseptic solutions.

In 1889 William Stewart Halsted, a prominent Ameri-

can surgeon, noticed that his operating nurse had devel-

oped a severe skin rash caused by the harsh antiseptics she

used in repetitive hand-washing. In his diary he wrote: “As

she was an unusually efficient woman, I gave the matter

my consideration and one day in New York requested the

Goodyear Rubber Co. to make two pairs of rubber gloves

with gauntlets.” The gloves proved to be eminently suc-

cessful and Halsted, a fastidious and exacting surgeon,

henceforth used them routinely. The practice spread rap-

idly to other American hospitals. Historians point out, how-

ever, that Halsted’s interest in Carolyn Hampton, his oper-

ating room nurse, may have extended beyond her efficient

hands. They were married in the following year. By the Span-

ish American War, U.S. army surgeons were routinely pro-

vided with gloves and by 1905 the operating hands of most

western European surgeons and obstetricians were encased

in reusable latex gloves. Disposable, single-use surgical gloves

were introduced in the 1960s.

The glove, whether made of animal tissue or processed

rubber, was promoted historically for a succession of medi-

cal reasons: first, as a carrier of lubricants to ease the move-

ment of the examining hand without compromising tactile

sensitivity; then, as a barrier to protect the examining phy-

sician from contagious diseases within the patient; and fi-

nally, as a means of protecting the patient by preventing the

transfer of pathogenic agents from the hands of the physi-

cian to the patient’s body.

Gloves had previously served a variety of purposes: for

warmth, for stylish dress, for protection of the fingers in

industry, for challenging others to a duel, and even as a sur-

rogate for sensuous experience. [In the Capulet garden,

Romeo whispers: “See! how she leans her cheek upon her

hand; O! that I were a glove upon that hand, That I might

touch that cheek.”] But it required a trifling toy snatched

from South American natives to provide the thermostable,

flexible, thin and impervious membrane needed to create

the surgical glove.

How many infections have been averted ? How many

lives have been saved by the introduction ofsurgeons’ gloves?

How many physicians sleep better in the knowledge that

rubber gloves keep their hands from contaminating vulner-

able patients ? Perhaps they recall the psalmist’s words: “He

that hath clean hands and a pure heart” shall ascend the

mountain of the Lord.

- Stanley M. Aronson, MD
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Spinal Cord Injuries: Introduction

Guest Editors: J. Frederick Harrington, Jr., MD, and David Hamel, MPA

Introduction
Each year 55 Rhode Islanders are diagnosed with a

spinal cord injury; and another 400 are admitted to hospi-

tals with a suspicion of an injury. Most are young males,

who, with proper care, can have long lives. Those lives can

be meaningful, fulfilling, useful to the individual and to

society, but that outcome is predicated on support from a

range of people, including physicians, rehabilitation spe-

cialists, and peers.

Medical advances have resulted in higher survival rates

and higher functional level for patients with spinal cord

injury. Today’s treatment protocols and techniques for

spinal cord injury have marked progress. Dr. Kenneth Wil-

liams outlines the early treatment pathway, beginning at

the scene of the injury and ending in the hospital emer-

gency department, with key points to consider along the

route. Drs. Khan, Kotechi, and Harrington elaborate on

inpatient diagnosis and treatment - the acute management

stage. They present a sample case discussion.

For spinal cord injury patients, “treatment” will inevi-

tably include rehabilitation. Drs. Jon Mukand, Luba Karlin,

and Susan Biener-Bergman discuss medical concerns dur-

ing rehabilitation, including treatment of sequelae. Reha-

bilitation, moreover, happens not just inside medical facili-

ties, but at home, among family and friends. Susan Olson

outlines the role that the government-funded Office of Re-

habilitation Services can play in individuals’ return to the

workforce, and Judity Hammerlind Carlson describes

TechAccess, a nonprofit organization that provides assistive

technology to people with disabilities. Paul Choquette gives

a client’s perspective on recovery, which denotes a return to

a full and productive life.

Physicians knowledgeable about spinal cord injury treat-

ment can enhance patients’ prognosis; physicians who are

in addition knowledgeable about the multi-faceted process

of rehabilitation can enhance patients’ lives.

J. Frederick Harrington, Jr, , MD, is Assistant Professor of

Neurosurgery, Brown University School ofMedicine.

David Hamel, MPA, is Program Manager, Disability

and Health Program, Division of Family Health, Rhode Is-

land Department ofHealth.

Emergency Medical Services: Scene of Injury to

Emergency Department - Key Issues for Spinal Cord Injuries

Abbreviations Used:

CT computed tomography

EMS emergency medical service

MRI magnetic resonance imaging

NHTSA National Highway Traffic

Safety Administration

SCI spinal cord injury

SCIWRA spinal cord injury without

radiological evidence of

abnormality

Prehospital Care
Suspect

In the prehospital environment,

suspecting a spinal cord injury is the

first and perhaps most important step

in providing care. Vehicle crashes and

falls account for about 70% of spinal

cord injuries, with the remainder

caused by sporting mishaps and inter-

personal violence.' While young adult

men are the most common victims,

increased risk exists for those at ex-

tremes of age, patients with impaired

coagulability, and patients with weak-

ened skeletal structure due to meta-

static disease, osteoporosis, steroid use,

or other conditions. Therefore, height-

ened suspicion should be maintained

for patients in these high-risk groups,

even with minimal trauma. Victims

Kenneth A. Williams, MD, FACEP

of trauma should be questioned

about pain in the neck or back,

abnormal sensation, such as

burning, tingling or numbness,

and about impaired motor func-

tion. Even without significant

mechanism, the presence of any

such symptom should trigger

measures to protect the spine.

Stabilize

Stabilization of spinal cord

injury patients consists ofsplinting the

spine and beginning treatment to sta-

bilize any concurrent conditions. Of-

ten these two goals conflict. For

example, optimal spinal splinting in-

cludes careful application of various

devices [collars, spine boards, extrica-

tion splints] without moving the pa-

tient and then methodical reposition-

ing into a position of supine spinal

alignment on a padded, size-appropri-

ate spine board with the head, torso,

and lower extremities securely re-

strained to prevent movement. Even

with these devices in place, an unco-

operative patient can achieve signifi-
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cant amounts of spine motion. The

EMS professional must often continue

manual stabilization and constant ver-

bal reminders to achieve adequate

splinting of the spine. Equipment for

pediatric patients is now standard on

all ambulances in Rhode Island.
2

While this process can proceed in

an orderly fashion when the patient is

alert, otherwise uninjured, cooperative,

and in an open environment [a soccer

player lying on the field complaining

of neck pain and arm tingling after

“heading” the ball, for example], it

must be balanced with the other stabi-

lization needs of the patient in many

trauma situations. Most victims of

vehicle crashes have other potential or

real injuries and are rarely found in

position of supine spinal alignment.

The EMS professional must weigh the

need to obtain an airway, control hem-

orrhage, extricate the patient, and pro-

ceed with rapid transport to the

hospital against the risks of moving a

potentially unstable spine. In many

situations, moderate efforts to control

spinal motion [application of a rigid

collar and head immobilization, rapid

positioning on a firm board with

straps] can be achieved while adequate

attention is directed to airway control,

intravenous access, and rapid transport.

Transport

An essential part of EMS care is

transport to a hospital or other facil-

ity. In Rhode Island, the EMS desti-

nation is determined by patient

preference, hospital availability, sever-

ity and type of injury, demographics,

and patient condition. 3 The EMS pro-

fessional must select, sometimes in

consultation with medical control, the

best destination for each patient. Dur-

ing transport, stabilization must con-

tinue. This may mean selecting a route

with smoother roads, driving more

slowly, and in some cases using a heli-

copter to smoothly access the best des-

tination facility.

Challenges during transport in-

clude maintaining calm rapport with

the patient, who is now supine,

strapped down, and probably in pain.

Nausea and vomiting must be antici-

pated and suction ready. Other EMS

procedures, such as continued airway

management, splinting and bandaging

of other wounds, intravenous access,

and monitoring, must also occur or

continue during transport.

Early in transport, after essential

patient care is completed, the EMS
team notifies the receiving hospital via

cellular telephone or radio. This be-

gins the transfer of care to the emer-

gency department team.

Emergency Department
Management
Continue Stabilization

When the patient arrives in the

emergency department, it is imperative

that the spine remain immobile while

further evaluation and treatment oc-

cur. Through the use of several staff

working together as a team, the patient

can be moved onto the emergency de-

partment stretcher, evaluated and

treated without risking further spinal

injury. In almost every case, direct ex-

amination of the back is important.

This can be accomplished through use

of several coordinated people who roll

the patient as a unit while the physi-

cian performs an examination of the

back and any other necessary exami-

nation, such as auscultation of the pos-

terior chest and a digital rectal

examination to check tone and reflex

status.

Support
Airway and Respiration

In cases of significant upper spi-

nal cord injury or concurrent trauma

to the head, neck, or thorax, prompt

airway management and artificial ven-

tilation may be necessary. Again, it is

important to maintain stability during

this procedure. Research suggests that

orotracheal intubation can usually be

accomplished successfully with careful

stabilization of the head and neck.
4 In

most patients, sedatives and paralytics

are indicated to prevent motion and

reduce complications. In cases of sig-

nificant anterior neck or facial trauma,

other airway options, such as fiberoptic

visualization or surgical approaches,

may be indicated.

Blood Pressure

Patients who lose both neurologic

function and autonomic tone below

the level of a spinal cord injury are in a

state of spinal shock. In addition to

flaccid paralysis and loss of sensory in-

put as well as deep tendon reflexes,

these patients are often bradycardic and

hypotensive. However, in the trauma

patient, other causes of hypotension

must be ruled out before a neurogenic

cause is considered. Hypovolemia,

tamponade, pneumothorax and other

causes should be investigated and

treated if found.

Treatment
Steroids

Varieties of pharmacologic agents

have been investigated with the intent

of improving outcome in spinal cord

injury. The most promising treatment

is methylprednisolone. Treatment with

a bolus of 30 mg/kg and an infusion

of 5.4 mg/kg/hr for the next 24 hours

must be begun within 8 hours of in-

jury to show neurologic improvement

at six weeks and one year according to

the National Acute Spinal Cord Injury

Study. 5

In many cases, spinal cord injury

patients arrive in the emergency depart-

ment hours after injury, and the deci-

sion to treat with steroids must be

made promptly. The emergency care

team should be prepared to institute

therapy according to protocols ar-

ranged with consultants who will as-

sume responsibility for patient care

after the emergency department.

Diagnose
Neurological Examination

Simultaneous with stabilization

and indicated emergency treatment,

the ER team should begin to determine

the level and severity of a suspected

spinal cord injury. The first step in this

process is observation of the patient.

External signs of trauma may provide

a clue as to the mechanism of injury.

Significant head injury may be associ-

ated with spinal injury. Axial loading

injuries raise concern for instability of

the upper cervical spine, while facial

injuries suggest hyperflexion/hyperex-

tension and therefore middle or lower
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cervical injury. Chest and upper back

contusions associated with shoulder

belts suggest rotation or rotation/ flex-

ion of the thoracic spine. Abdominal

seat belt injury suggests lumbar flex-

ion, and lower extremity axial load in-

juries may produce compression of the

lumbar spine.

Details about the mechanism of

injury are also important. Bystanders

and EMS professionals can often add

significant information that clarifies

the exact mechanism of injury and

thereby improve the ability to localize

the level oftrauma. Their observations

of the patient may be important as well.

Motion, patterns of respiration, and

specific complaints are all useful in

determining patient condition and

degree of injury. A rapid but detailed

history and examination of proximal

and distal motion in the extremities,

notation of any areas of fasciculation,

and any complaints of altered sensa-

tion should be obtained. Because vari-

ous syndromes of complete and

incomplete cord injury exist and may

be diagnosed through knowledge of

symptom details, it is best at an early

stage to document the results of his-

tory and examination and presume an

injury. A complete lesion below the

cervical region will spare arm function

and breathing, and incomplete lesions,

such as central cord and anterior cord

syndromes, may exhibit patterns of

decreased motor and sensory function

that change over time. Repeat exami-

nations are therefore essential. Ab-

dominal breathing suggests a lower

cervical injury, and burning pain of the

hands suggests a C6-7 injury.

Just as important as noting areas

of decreased motion or sensation is a

search for areas ofspared function. For

example, residual finger or toe motion,

areas of spared sensation, and intact

functions, such as rectal tone, may sig-

nal an incomplete injury and a mark-

edly improved chance of functional

recovery in a patient who appears oth-

erwise to have a complete spinal cord

lesion. Absence of the bulbocaverno-

sus reflex, elicited by placing a finger

in the patients rectum and then tug-

ging gently on the Foley catheter—an

intact reflex results in a sharp distinct

rectal sphincter contraction—suggests

spinal shock, and prognostic estimates

cannot occur until the shock period is

over, usually within 24 hours.

Stabilization ofspinal

cord injury patients

consists ofsplinting the

spine and beginning

treatment to stabilize any

concurrent conditions.

Often these two goals

conflict.

Imaging
Plain radiography of the spine is

indicated in patients with suggestive

mechanism, symptoms, or signs ofspi-

nal cord injury. If the history is unob-

tainable or not reliable due to impaired

cognition or distracting injury, cervi-

cal spine radiographs should be ob-

tained. Most unstable injuries are

visualized with standard 3-view cervi-

cal radiology protocols. Flexion-exten-

sion views, requiring only 10-15

degrees of active patient motion, can

reveal ligamentous instability suggested

by subtle plain radiographs. The

SCIWRA syndrome, described as spi-

nal cord injury without radiological

evidence of abnormality in pediatric

patients,
6 confirms that there need to

be no fracture or dislocation to have

significant cord injury. Additional

plain radiographic views, CT, or MRI
should be obtained as indicated.

Consult
Consultation with orthopedic,

neurosurgical, or other specialists in

spine trauma should occur early in the

ER evaluation. In some cases, consul-

tation results in transfer from a refer-

ring institution, and the specialist can

be present and awaiting patient arrival.

In other cases, the emergency staff

should consult promptly and prioritize

care for the patient with an understand-

ing of the needs of the arriving special-

ist. For example, a brief neurological

examination prior to sedation and pa-

ralysis for airway control is possible in

many cases and should be performed

whenever possible. Protocols for ad-

vanced imaging, steroid treatment, and

other management issues should be a

cooperative effort among emergency

and other specialty professionals.

New Protocols
Public Health and Prevention

The National Highway Traffic

Safety Administration’s EMS Agenda

for the Future [released by NHTSA in

1996] broadens the goal of EMS sys-

tems from reduction in unnecessary

death and disability to protecting the

health of the community. Improve-

ment in the quality ofEMS care is now

linked to overall community health,

but the EMS system remains the

public’s emergency medical safety net.

Since spinal cord injury is frequently

related to trauma, the chance for im-

provement in the community health is

significant. This is a situation where

EMS professionals can take a leader-

ship role in training the public about

safety. Public lectures and demonstra-

tions about bicycle, sporting, and driv-

ing safety are ideal forums for EMS and

emergency care professionals to help

prevent spinal cord injury.

Preventing Secondary Spinal Cord

Injury

Although significant injury can

certainly produce devastating spinal

cord trauma, research suggests that the

maximum neurologic deficit does not

occur instantaneously in many cases.

Similar to free radical-induced lipid

peroxidation reaction research on re-

suscitation and stroke, research on a

spinal cord injury may produce medi-

cations and other treatments that can

minimize the effects of trauma on the

spinal cord. While not currently of-

fered as standard therapy, some of these

treatments show promise subject to

further research.
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Acute Management of Patients with

Spinal Cord Injury

Ahmed M. Khan MD, Nilesh Kotecha MD, J. Frederick Harrington, Jr., MD

S
uccessful acute management of

patients with spinal cord injury

(SCI) requires a team effort with

pre-hospital personnel, emergency

physicians, trauma surgeons, and spine

surgeons. This review will focus on

pre-hospital management, resuscita-

tion, diagnosis and treatment of SCI.

The epidemiology ol SCI shows

young males to constitute the major-

ity of victims. The cervical spine is the

most commonly injured area (42% of

all spine injuries) followed by the tho-

racic (31%) and lumbar (27%) seg-

ments. 2 Adults account for the

majority of SCI with only 5% occur-

ring in the pediatric population.

Pre-hospital management
The treatment of patients with

SCI, as with any trauma patient, be-

gins with pre-hospital management.

Any person suffering a significant

trauma, loss of consciousness, or com-

plaining ofpain in the spine or extrem-

ity weakness or numbness should be

suspected of having SCI and thus

handled with precaution. Immobili-

zation of the spine should be applied

prior to and during extrication when

possible. A rigid cervical collar should

be placed snugly around the neck. Log

roll technique should be used when

moving the patient. The patient should

be positioned on a spine board with the

head sandwiched between sandbags

and strapped to the board.

Abbreviations Used:

ABC airway, breathing,

circulation

ASIA American Spinal Injury

Association

ATLS Advanced Trauma and

Life Support

ER emergency room
SCI spinal cord injury

Fig. E American Spinal Injury Association (ASIA) motor and sensory scoring system for

classification of spinal cord injury.
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Fig. 2. Axial CT image of C7 body showing burst fracture with retropulsed fragment and

significant spinal canal compromise.

Resuscitation and Diagnosis

Regional trauma centers with expertise in managing

patients with SCI offer the best hope for these patients,

because frequently decisions must be made rapidly by mul-

tiple specialty providers. As patients with SCI arrive at the

ER, initial management should proceed according to the

American College of Surgeons Advanced Trauma and Life

Fig. 3. (a) Sagittal and (b) axial T2-weighted MRI showing

retropulsed segment at C7 with cord compression.

76

Support (ATLS) guidelines with atten-

tion to the ABCs (airway, breathing, cir-

culation). Patients with cervical injury

at or above C5 may have diminished

respiratory function due to diaphrag-

matic paralysis and require intubation.

If necessary, intubation should be per-

formed with the neck held in neutral

alignment avoiding hyperextension. If

intubation cannot be performed

orotracheally, then it must be attempted

nasotracheally.

Patients with cervical or high tho-

racic injury may present in neurogenic

shock characterized by hypotension and

bradycardia because adrenergic reflex

arcs have been interrupted. Autonomic

dysfunction may be evident by pri-

apism. Palpation of the spine for step-

off or for tenderness should be

performed. Although other etiologies

of hypotension need to be evaluated in trauma patients, neu-

rogenic shock can be treated effectively with fluids along

with insertion of a central venous catheter to ensure that

the patient is not over-hydrated, since normal physiological

responses to over-hydration may be muted. ' Once euvolemia

is obtained, vasopressors can be used to keep blood pressure

at 100-120 systolic, with dopamine considered the vaso-

pressor of choice. Experimental investigations suggest that

keeping perfusion pressures between 70 and 80 during re-

suscitation may improve outcome without increased risk for

hemorrhage into the spinal cord.

Patients with neurological deficits and suspected SCI

should be started on high-dose methylprednisolone (Solu-

Medrol®) as soon as possible but only within 8 hours of

the injury. This consists of a single bolus dose of 30 mg/kg

over 1 3 minutes followed by a continuous infusion 43 min-

utes after the bolus of 5.4 mg/kg/hr for 23 hours if started

within the first 3 hours after injury and for 48 hours ifstarted

3-8 hours after injury. Beyond 8 hours, methylpredniso-

lone is of no apparent benefit. Methylprednisolone has been

shown to have beneficial effects in both complete and in-

complete injuries at 6-week, 6-month, and 1-year follow-

up2.

The physical examination of patients with SCI should

focus on motor and sensory levels of injury (i.e. C5, T6,

etc.). It is particularly important to document a complete

baseline spinal cord examination on admission so that im-

provements and deterioration can be accurately monitored.

The American Spinal Injury Association (ASIA) examina-

tion should be used for best results. (Figure 1) Components

include measurements of strength on a 0-5 scale with zero

representing paralysis and 5, normal strength in all upper

and lower extremity motor groups, and sensory examina-

tion which includes pinprick and light touch sensation on

all dermatomes from C2 to S5.
1
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Fig. 4. Lateral C-spine radiograph showing anterior fusion of C6 to T1 with an anterior cervical

plate and screws.

Prognosis greatly depends on

whether the patient has a complete

paraplegia (no motor or sensory func-

tion below the level of injury). Patients

with complete injury have a grim prog-

nosis for functionally significant im-

provement. However, if some basic

reflexes, such as the bulbocavernosus

reflex, are present, even in the absence

of motor function, prognosis is im-

proved.
s

Radiological evaluation of the pa-

tient should contain complete cervical,

thoracic, and lumbar films, as patients

with a spine fracture may have a 20%
incidence of another spine fracture.

6

Any fracture or subluxation seen on C-

spine x-rays requires a CT through the

entire cervical spine to pick up unde-

tected second fractures. A complete

cervical examination should include

adequate visualization of the odontoid

either through plain radiographs or

computed tomography (CT), an AP
film, and a lateral radiograph to T 1 . If

C7-T1 cannot be visualized despite a

“swimmer’s view” radiograph, then a

CT should be performed to visualize

this area. AP and lateral radiographs

of the thoracic and lumbar spine

should be performed. If there an up-

per rib or mediastinal injury, then CT
should be obtained from T 1 -T6 to rule

out a fracture in this region which is

less well visualized by plain x-rays. CT
is the most sensitive imaging modality

for spinal fractures. (Figure 2) Mag-

netic resonance imaging is performed

on all cervical injuries (Figure 3) and

on many thoracic and lumbar injuries

to define patterns of ligamentous in-

jury and hematomyelia but, most im-

portantly, to rule out the presence of

compressive disc material which is

Fig. 5. Postoperative (a) lateral and (b) AP C-spine radiograph showing lateral mass screws and posterior plate at C6 and C7 with

interspinous process wiring.
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present in up to 30% of cervical frac-

tures.
4

Treatment
Cervical injuries with significant

subluxation can often be reduced by

HALO traction. We believe that inter-

nal surgical stabilization leads to more

reliable fusion in most cervical spine in-

juries. In the thoracic and lumbar spine,

nonsurgical treatment is often success-

ful. In cases of spinal cord compression

or when reduction cannot be achieved,

then patients must be taken urgendy for

surgical reduction. This requires a pos-

terior approach in most cases, then de-

compression, and stabilization.

Decompression may be performed pos-

teriorly through a laminectomy and an-

teriorly through a vertebrectomy.

Once adequate decompression

and reduction have been performed,

various stabilization techniques can be

employed to artificially stabilize the

spine, including titanium plates and

screws to bridge the fracture across the

vertebral bodies anteriorly. (Figure 4)

Posteriorly, pedicle screws or lateral

mass plates and screws bridge the gap

in the facet joints. (Figure 3)

Sublaminar wires and rods can hold

multiple spinal segments firmly when

the laminae are intact. Without the

use of additional bone substrate, most

instrumented fusions would weaken

within a matter of weeks. All fusions

require bone scraping and bone grafts

to obtain stable long-term fusion.

Patients with dense paraplegia or

quadriplegia are at high risk for deep
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Radiological evaluation

ofthe patient should

contain complete

cervical, thoracic, and

lumbarfilms, as patients

with a spinefracture

have a 20% incidence of

another spinefracture.

venous thrombosis and pulmonary

emboli.
7 We favor the use of prophy-

lactic vena cava filters with aspirin as

prophylaxis against pulmonary embo-

lism, although subcutaneous heparin

with frequent Doppler studies may be

an alternative. Finally, patients with

residual functional deficits will require

extensive rehabilitation. The surgeon

needs to make sure fusion is achieved

and that patients are observed for syr-

inx development over the next several

years. Physiatrists and internists are

essential to assure maintenance of

functional capacity and to monitor the

patient for distress related to decubiti,

respiratory or genitourinary difficul-

ties. Long-term survival is maximized

by meticulous attention to the prob-

lems these patients have with mainte-

nance of their respiratory and

genitourinary systems.
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Rehabilitation and Wellness After Spinal Cord Injury

Jon Mukand, MD, PhD, Luba Karlin, MD, Susan Biener-Bergman, MD

Abbreviations Used:

AD autonomic dysreflexia

DVT deep venous thrombosis

GI gastrointestinal

HO heterotopic ossification

ICP intermittent catheterization

program

IPPV intermittent positive pressure

ventilation

NSAID nonsteroidal anti-inflammatory

medication

SCI spinal cord injury

UTI urinary tract infection

M edicine has made significant

progress in improving the

medical management and

quality of life of persons with spinal

cord injury (SCI).
1

Ideally, persons

with SCI should be empowered to as-

sume responsibility for their physical,

psychological, and social well-being.

This review describes the management

of SCI complications in the pulmo-

nary, cardiovascular, genitourinary, gas-

trointestinal, integumentary, and

metabolic systems.

Pulmonary
Lung complications are a major

cause of morbidity and mortality in

both the acute and chronic phases af-

ter the injury.
2 With paraplegia from

T1 through T12, a progressive loss of

abdominal and intercostal motor func-

tion impairs breathing and coughing.

Patients with C4 through C8 quad-

riplegia have no intercostal or abdomi-

nal muscle activity, resulting in an

ineffective cough mechanism. Injuries

at the C4 and C5 levels allow partial

diaphragmatic function, but at C3 the

patient requires ventilatory support.

The acute management ofpulmo-

nary function includes treating hypoxia

through adequate ventilation; mini-

mizing atelectasis and aspiration to

avoid pneumonia; and aggressive pul-

monary toilette to compensate for the

impaired clearing ofsecretions. Almost

all patients with injuries at or above C3
require long-term assisted ventilation;

so tracheostomy should be performed

early to avoid complications of pro-

longed intubation, such as subglottic

and tracheal stenosis.
3

Alternative methods of respiratory

management include intermittent posi-

tive pressure ventilation (IPPV), rock-

ing beds, glossopharyngeal breathing,

noninvasive intermittent positive pres-

sure ventilation, and electrophrenic

pacing. Recent literature suggests an

improved quality of life with

noninvasive methods as opposed to tra-

cheostomy.45 '6

To prevent pulmonary

complications, annual follow-

up includes measurements of

vital capacity and periodic chest

x-rays and blood gases.

Pneumovax and flu vaccine are

important preventive measures.

Patients and caregivers should

be educated about techniques to

clear secretions and prevent

atelectasis, mucus plugs, and

pneumonia. Incentive spirom-

etry is a beneficial exercise and

gives an early indication ofcom-

plications if the maximal inspired vol-

ume declines.
1

Cardiovascular
Cardiovascular problems in pa-

tients with SCI depend on age,

premorbid cardiovascular disease, the

level of the neurologic lesion, and com-

plications of immobilization. Throm-

boembolism is a life-threatening

complication and deep venous throm-

bosis (DVT) occurs in about 80% of

patients.
1 Prophylaxis includes heparin

or low molecular-weight heparin, in-

termittent pneumatic compression

boots, and thigh-high elastic stockings.

Clinical monitoring is important,

but many of the usual criteria are ab-

sent. Calf tenderness is unreliable in

the insensate patient, but thigh and calf

size as well as edema can be helpful

indicators. Impedance plethysmogra-

phy and duplex scanning are effective

in detecting thigh clots, but are less

helpful in calf disease.
1,7

If there is any

doubt, venography should be done.

Some facilities now have magnetic reso-

nance venography, which allows

noninvasive testing.

After treatment with anticoagula-

tion, gradual mobilization helps pre-

vent bleeding, especially in patients

with severe spasticity who have vigor-

ous stretching exercises. With an infe-

rior vena cava filter, assisted cough

maneuvers for clearing secretions

should be done only when absolutely

necessary due to the risk of dislodging

the filter.
1

Cardiac disease is the primary

cause of death in 1 8.7% of all patients

and a contributing factor in 22.4% of

individuals followed up to six years af-

ter the original injury.
8 The diagnosis

of cardiac disease in individuals with

SCI is challenging because of absent,

subtle, or atypical clinical presenta-

tions, such as referred pain in areas not

affected by the injury.
9 A thallium scan

with upper extremity exercise, if pos-

sible, may assist in the diagnosis of si-

lent ischemia. A high index of

suspicion is helpful in detecting car-

diac disease in this population.

Neurogenic orthostatic hypoten-

sion is associated with lightheadedness,

dizziness, blurry vision, weakness, or

even syncope. In SCI autonomic re-

flexes through baroreceptors are lost

when the lesion is above T6. As spas-

ticity develops, postural changes are less

of a problem because of involuntary

muscle activity, but some patients have

long-term orthostatic hypotension.

Prior to mobilization, the blood

pressure and pulse should be obtained

in the supine and sitting positions.

Elastic compression stockings, an ab-

dominal binder, adequate hydration,

and gradual changes in position may

be effective. In refractory cases, medi-

cations and salt loading may be neces-
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sary.
1 Midodrine is a peripheral alpha-

adrenergic agonist that increases up-

right blood pressure and improves the

symptoms of orthostasis (unpublished

data). The risk ofsupine hypertension

with midodrine (25% of patients) can

be reduced by taking the final daily

dose at least four hours before bed-

time. 1213

Autonomic dysreflexia (AD) is an

acute hypertensive syndrome that oc-

curs in SCI at T6 or above. It is often

precipitated by bladder distention, fe-

cal impaction, or other noxious stimuli

below the level of the SCI. Other

causes ofAD include UTI, bladder or

kidney stones, cystoscopy, gallstones,

peptic ulcer disease, hemorrhoids,

sexual intercourse, DVT, pressure ul-

cers, ingrown toenails, fractures.
14 Pain

impulses ascend in the spinothalamic

tract in addition to stimulating sym-

pathetic neurons. Relatively unop-

posed sympathetic outflow below T6
releases neurotransmitters, such as

norepinephrine. Sympathetic inhibi-

tory outflow from the vasomotor cen-

ters above the SCI cannot pass below

the lesion, causing profuse sweating,

vasodilation, and skin flushing above

the level of the injury.

Prompt treatment is necessary to

prevent intracranial hemorrhage. The

patient is placed upright to reduce the

blood pressure. The blood pressure and

pulse should be monitored frequently

(every 2 to 5 minutes) because of rapid

fluctuations. Instigating causes should

be determined and treated. Lidocaine

gel should be used during any bladder

and bowel manipulations to minimize

further noxious afferent input. If the

blood pressure remains high, antihy-

pertensive agents with rapid onset and

short duration are used while the causes

of AD are being investigated.

Nitropaste is rapid in onset and is eas-

ily removed if the pressure goes too low.

Nifedipine, hydralazine, and diazoxide

may also be used to treat this condi-

tion.
14,15 Unfortunately, there are no

comparative studies on the best agent.

Genitourinary

A major problem after SCI is the

loss of normal genitourinary function.

Historically, renal failure has been the

major cause of death in persons with

SCI, but with the advances in urologic

management, it is now the fourth lead-

ing cause of death. 1 20 Urinary inconti-

nence causes skin maceration,

predisposing to decubitus ulcers. Com-
plications of indwelling catheters in-

clude renal and bladder calculi,

malignancy, scrotal abscess, fistulas, ure-

thral ulceration. Bladder dysfunction

also has significant social consequences

causing embarrassment, depression,

economic costs, and dependence on

family members or health care workers.

Bladder dysfunction is closely re-

lated to the level of the injury. Lesions

to the peripheral innervation or the

sacral center result in a lower motor

neuron disorder causing a hypotonic

detrusor and/or sphincter, urinary re-

tention, and overflow incontinence.

Injuries above the sacral micturition

center result in an upper motor neu-

ron bladder; the detrusor is

hyperreflexic causing low urinary vol-

umes, high bladder pressures, and di-

minished bladder compliance. Most

patients will have some incontinence

and develop detrusor sphincter dyssyn-

ergia which results in incomplete emp-

tying of the bladder. Repeated UTIs

and vesicoureteral reflux cause scarring

and loss of renal function.

In the upper motor neuron blad-

der, a urodynamics study is helpful.

Anticholinergic medications reduce

detrusor tone, allowing greater bladder

capacity and decreasing vesicoureteral

reflux. Patients will benefit from a

combination of anticholinergic medi-

cations with intermittent catheteriza-

tion or an indwelling catheter,

preferably a suprapubic tube. If inter-

nal sphincter tone is excessive, alpha-

adrenergic blockers, such as prazosin,

may decrease outlet obstruction. Ex-

ternal sphincter tone may be reduced

with medications, such as Baclofen®

and Dantrium®. 21
In males, an alter-

native strategy is sphincterotomy com-

bined with a condom catheter, but side

effects include persistent bleeding and

loss of erectile function. On rare oc-

casions, bladder augmentation with a

piece of small bowel can increase blad-

der capacity, allowing an intermittent

catheterization program. A competent

sphincter is required for this strategy.

Another surgical option is to divert

urine flow to the abdominal wall by

creating a conduit with a portion of

the ileal loop.

Lower motor neuron bladder dys-

function may present with two clini-

cal situations. In the first one,

sphincter tone is diminished and de-

trusor tone is normal or compromised.

This results in continuous inconti-

nence which is usually managed with

an indwelling condom catheter for

males. Sphincter tone can be increased

with alpha-adrenergic medications like

Midodrine®, but this is unlikely to

result in full continence. In selected

cases, an artificial sphincter may be the

solution. In the second clinical situa-

tion, the sphincter maintains conti-

nence, but detrusor tone is diminished,

and the patient cannot void. In this

scenario, an intermittent catheteriza-

tion program (ICP) is effective. An
alternative is bladder evacuation with

the Valsalva maneuver or suprapubic

pressure. An indwelling catheter is

used as a last resort. Cholinergic ago-

nists, such as Urecholine®, are usually

ineffective in increasing detrusor tone,

but a trial may be warranted. 1,20

Gastrointestinal

GI problems include constipation,

ileus, impaction, gastric ulcers, gastroe-

sophageal reflux, nausea, appetite loss,

and incontinence. Unidentified GI

complications may account for 5% to

10% ofdeaths associated with SCI, and

11% of hospitalized patients had seri-

ous GI complications. 16 These prob-

lems were more frequent among
patients with cervical and upper tho-

racic injuries than with lower lesions.

An injury above the sacral seg-

ments of the spinal cord produces a

hyperreflexic or upper motor neuron

bowel; spasticity of the pelvic floor and

the loss of descending inhibition pre-

vent sphincter relaxation and promote

stool retention. Fortunately, nerve con-

nections between the spinal cord and

colon remain intact, allowing reflex

stool propulsion. 16 A complete injury

at the sacral segments (cauda equina

syndrome) results in a hyporeflexic

(lower motor neuron) bowel with no
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reflex peristalsis. This results in hypo-

motility and fecal incontinence due to

a hypotonic anal sphincter.

Bowel programs should start dur-

ing the acute phase and continue

throughout life. Differences in pro-

grams for hyper and hyporeflexic bow-

els include the type of rectal stimulant,

medications, and frequency of bowel

care. In either program, bowel care

should be scheduled at the same time

of day for a habitual and predictable

response. Ingestion of food or liquids

30 minutes before bowel care may

stimulate the gastrocolic response.

Bowel care should be scheduled at least

every other day to avoid colorectal dis-

tention.

Bowel care for the hyperreflexic

bowel consists of placing a chemical

stimulant onto the rectal mucosa, as-

suming an upright or side-lying posi-

tion, digital stimulation, and other

assisted techniques, such as abdominal

massage, deep breathing, or the Val-

salva maneuver. Routine care for the

hyporeflexic bowel should be done in

the upright or side-lying position with

gentle Valsalva maneuvers and manual

evacuation of stool.

Diet, fluids, and regular activity

help modulate stool consistency. The

goal for hyperreflexic bowels is soft

stool that can be readily evacuated with

rectal stimulation. In the hyporeflexic

bowel, formed stool promotes both

continence and easy manual evacua-

tion. A diet with about 15 grams of

fiber per day is ideal but may require

titration.
16 Fluid intake should pro-

mote optimal stool consistency as well

as bladder management. Suppositories

or digital stimulation may cause AD,
so the least noxious stimulus should be

used, sometimes with lidocaine gel.

The medical management of

chronic constipation includes the

gradual use of laxative agents, such as

lubricants, osmotics, and cathartics.

Cisapride® is an indirect cholinergic

stimulant that is quite effective (un-

published data). Cholinergic agonists,

such as Urecholine®, improve ileus,

but their use is limited by side effects.

Dopamine antagonists have a

prokinetic effect in the proximal GI

tract. Metoclopramide, a cholinergic

agonist and dopamine antagonist, has

been used to promote gastric empty-

ing, but it causes diarrhea, vomiting,

and extrapyramidal effects.
16

Surgical intervention is a difficult

decision for the individual, the family,

and the physician. Surgery usually in-

volves a permanent stoma. Indications

include recurrent pressure ulcers, hem-

orrhoidal bleeding, and chronic infec-

tions.
16 A gastric emptying scan may

assist in determining the type of surgi-

cal procedure (unpublished data).

Historically, renalfailure

has been the major cause

ofdeath in persons with

SCI, but with the

advances in urologic

management, it is now

thefourth leading cause

Integumentary
Decubitus ulcers are a major com-

plication of SCI, affecting about 25%
of patients.

1 " Predisposing factors are

pressure, shear forces, age, edema, al-

tered sensation, neurotrophic changes,

and psychological problems. 1 Addi-

tional factors in ulcer formation in-

clude heterotopic ossification, anemia,

spasticity, and malnutrition.

Ulcer prevention requires frequent

weight shifts for reperfusion of is-

chemic areas. During initial immobi-

lization in a wheelchair, weight shift

should be done every 15 minutes and

skin checks every 1 to 2 hours. With

more activity, shifting can be less fre-

quent because of skin adaptation.

Numerous beds and mattress ma-

terials have been developed to distrib-

ute forces away from bony

prominences and over a larger area. Air

and water beds are excellent for these

purposes, but transferring patients in

and out of them is difficult. Wheel-

chair cushions are designed for opti-

mal weight distribution, sitting, posi-

tion, and durability. Dimensions of the

compressed cushion affect various

wheelchair parameters including the

backrest, armrest, and seat height. The

choice of cushion materials (air, foam,

gel) involves issues such as sensory

function, pressure distribution, spastic-

ity, and incontinence. 1,17,18

The essential decision in treating

decubitus ulcers is whether to pursue

conservative or operative management.

Both approaches require that the

wound have no pressure until the skin

is completely healed. Factors that have

contributed to the ulcer should be

identified and avoided. The most im-

portant principles of wound care are

cleansing, debridement, and a moist

environment—for optimal cellular

mitosis. Wet-to-dry dressings help

debride necrotic wounds and wet-to-

moist dressings maintain a clean, moist

wound bed. These dressings are

changed every 6-8 hours, increasing the

costs of dressing materials and nursing

care. Newer dressings (transparent

membranes, hydrocolloids, hydrogels,

and foam) can be changed once a day

or less frequently. They differ in oxy-

gen permeability, absorption, adher-

ence to the wound, need for secondary

dressings, and patient comfort. 18

If surgery is necessary, a plan for

current and future management should

consider the probability of additional

skin problems and surgical procedures.

Myocutaneous flaps are based on the

principle of minimizing dead space.

They provide well-vascularized tissue

to fill the large dead space after pres-

sure ulcer resection to maintain tissue

integrity.
1 18 Surgery should not be

attempted unless protein stores are ad-

equate.

Metabolic
Heterotopic ossification (HO) re-

fers to ectopic bone formation in peri-

articular soft tissues. HO usually

occurs in the first several months, be-

low the level of injury, in about 29%
of patients.

19 Risk factors include spas-

ticity, immobilization, and long bone

fractures. Physical findings are pain,

decreased range of motion, swelling,

increased local temperature, fever, and
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erythema. The hip is the most com-

mon site.
1 14 Complications from HO

include joint contracture and ankylo-

sis, vascular compression, and lymphe-

dema. The triple-phase bone scan can

reveal ectopic ossification even before

radiographs are positive. Serum alka-

line phosphatase and phosphorus lev-

els may be elevated but are of limited

diagnostic use.
1,19

Prophylactic measures include

range of motion exercises, spasticity

management, Didronel, and nonsteroi-

dal anti-inflammatory medication

(NSAIDs). Didronel inhibits the

transformation of calcium phosphate

into crystalline hydroxyapatite, but it

does not affect the bone matrix forma-

tion that is the initial phase of ectopic

ossification. Didronel appears to de-

crease the incidence and severity ofHO
after SCI. 1 The side effects of Didronel

include nausea, vomiting, and diarrhea;

osteomalacia and long bone fractures

may occur after more than six months

of treatment. These patients are already

at increased risk of osteoporosis, im-

mobilization hypercalcemia, and frac-

tures. NSAIDs probably suppress

heterotopic bone by inhibiting pros-

taglandin synthesis and the inflamma-

tory reaction that induces ectopic bone.

Potential contraindications include

peptic ulcer disease and dysfunction of

the renal and hepatic systems. Once

HO is established, pharmacological

treatment is not effective. At that

point, options include joint manipu-

lation under anesthesia or surgical re-

section combined with radiation

therapy and NSAIDs. 1,19

Conclusion
Persons with SCI have a variety of

unusual medical and surgical compli-

cations. These require close monitor-

ing in the acute and neurorehabilitation

settings, where specialized staff provide

intensive rehabilitation for the numer-

ous disabilities associated with SCI. In

addition, long-term management of

these complications will help patients

achieve optimal wellness.
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The Public Vocational Rehabilitation Program

A Resource for Individuals with Spinal Cord Injury

Abbreviations Used:

CD compact disk

ORS Office of Rehabilitation Services

PCA personal care assistant

A dive, a leap into the surf, a ve-

hicle accident, a gun shot: In an

instant a life, often a young life,

is transformed forever. The person’s un-

derstanding of the transformation is an

individual process, building through

acute care, inpatient rehabilitation, and

the return to home, community, and

work.

What are some of the changes ex-

perienced by the individual? Height has

most likely been reduced (wheelchair

users have lost almost half their height).

S/he moves differently, rolling rather

than walking. If s/he has little or no

use ofarms, the wheelchair will be mo-
torized, with a mouth- or chin-acti-

vated lever.

The average home is probably not

equipped for entrance, egress or mov-

ing from room to room. S/he cannot

independently use the bathroom or

kitchen or move around rooms
smoothly. A ramp or a lift is probably

necessary. Doors need to be widened,

rugs removed, bathrooms and kitchens

remodeled. An Environmental Con-
trol Unit may be necessary to operate

lights, TV, and the CD player. S/he

may need to learn new skills for self-

care and may need to instruct a Per-

sonal Care Assistant (PCA) to assist

with personal care.

A car will need to be adapted with

hand controls (if s/he has use of upper

limbs); or ifs/he uses a motorized chair,

s/he will need a specially-adapted van.

These are some tangible changes.

Essential intangible changes will

require the person to reframe his or her

identity as a woman, man, student,

family and community member, and

worker.

Returning or Going to
Work

The individual as “worker” is the

focus of the state/ federal vocational

rehabilitation program. All of the

above, however, may be integral com-
ponents of vocational rehabilitation

because in order to work an individual

must be able to bathe, dress, leave

home, and commute to the job. Inad-

Susan Olson, MEd

dition, if s/he worked before

the injury, the job needs to be

“accommodated” to meet the

individual’s needs in the work-

place. Accommodations may
include raising a desk for a chair

to fit under, adapting computer

and mouse for operation, purchasing

voice-activated software, and re-arrang-

ing the office. And if s/he or he has

not yet started a job or a career path,

or needs to change direction due to the

spinal cord injury, a vocational reha-

bilitation counselor is an important

resource and partner.

The vocational rehabilitation pro-

gram in Rhode Island, administered by

the Office of Rehabilitation Services

within the Department ofHuman Ser-

vices, has helped many individuals

reach their career goals. Recently, six

individuals with spinal cord injuries

obtained the following jobs: Business

Manager, Financial Advisor, Com-
puter-Aided Draftsman, Broadcaster,

Journalist, Clerical Worker. Most in-

dividuals received low and high tech

assistive technology (reachers, dressing

sticks, zipper pullers, phone holders,

key holders, tub bench, ramp and or

stair glide). Rehabilitation Technolo-

gists contracted by ORS assist in iden-

tifying assistive technology solutions.

Each client received counseling and

guidance related to vocational direction

and training and financial assistance to-

ward training. When in a training pro-

gram, the Rehabilitation Counselor

and Rehabilitation Technologist

worked with the college or training fa-

cility to identify accommodations re-

quired. Several clients received services

to modify their homes. In each situa-

tion the Vocational Rehabilitation

Counselor provided or coordinated job

placement services.

Applying For Vocational
Rehabilitation Services

Any individual may contact ORS
through its home page: http://

www.ors.state.ri.us, by phone, or let-

ter (see below) to obtain information

or an application. ORS Counselors are

also available at the netWORKri (One

Stop Career Center) offices from 8:30

to 4:00, Monday through Friday.

Eligibility, Employment Plan,
and Services

Although an eligibility determina-

tion is necessary before services can be

provided, most individuals with spinal

cord injury who want to become em-

ployed will be eligible for services. The
individual with the disability chooses

the vocational direction and services

with assistance from the ORS Coun-

selor. The types of assistance and ser-

vices that can be provided, in addition

to vocational rehabilitation counseling

and guidance, may include vocational

testing, rehabilitation technology as-

sessments and assistive technology,

driving evaluation and training, inde-

pendent living assessments, physical

and mental restoration services related

to employment, job preparation and

placement services.

Services that are identified in the

Individualized Plan for Employment

that have no needs test include Coun-

seling and Guidance, Rehabilitation

Technology Assessment, Vocational

Evaluations, and Job Placement. Some
services such as purchase of training,

equipment, Personal Assistance, or

therapy, may require financial partici-

pation from the individual depending

on his/her income.

ORS services are geared to help

the client achieve a vocational goal. An
outcome is considered successful when
s/he has held a job for at least 90 days

and is satisfied with the job. At this

point the file is closed; however, some

services can be provided afterward; e.g.,

another rehabilitation technology as-

sessment because the job or technol-

ogy changes.

In the past five years, the Office
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of Rehabilitation Services assisted an

average of 90 individuals yearly who
have spinal cord injury. More than

25% of them are coded as having im-

pairments of 3 or more limbs. In the

past five years 48 individuals reached

successful outcomes. It is common for

a person with significant disability to

be involved with ORS services for sev-

eral years before reaching an employ-

ment goal with no further vocational

rehabilitation services required. Each

plan and outcome is individually de-

termined.

Susan Olson, MEd, is DeputyAdmin-

istrator, Office ofRehabilitation Services.

For MORE Information about Vocational Rehabilitation Ser-

vices, Services for the Blind and Visually Impaired, Independent
Living Services and/or Assistive Technology:

Office of Rehabilitation Services

40 Fountain Street, Providence, Rl 02903
phone: (800)752-8088

(401) 421-7005, (401) 421-7016 (TDD)

(401) 272-8090 (Spanish), (401) 272-7990 (Cambodian)

fax: (401) 421-9259

http://www.ors.state.ri.us

I & R for General Questions about Assistive Technology:

phone: (800) 916-8324 In-state

(401) 463-0202 (V/TDD).

http://www.atap.state.ri.us

Assistive Technology for People with Spinal Cord

Injuries: What Physicians Need to Know

Judith Hammerlind Carlson, MS, CCC-SLP

Although improvements in medical care promise a bet

ter neurological outcome, most patients with spinal cord

injury have persistent neurological deficits. Traditional

items, such as braces and wheelchairs, help improve function,

However, in our technologically-advanced world, it is possible

for spinal cord-injured patients to benefit from more modern

devices, or “assistive technologies.” We are hoping to increase

awareness ofsome of the amazing products that help the lives

of spinal cord injured patients - products which may be as

helpful as either medicines or surgery.

What is assistive technology?
Assistive technology is any item, piece of equipment or

product system whether acquired commercially off the shelf,

modified, or customized that is used to increase or improve

the functional capabilities of a person with a disability. This

broad definition emphasizes improving functional capability

and includes a wide range of devices from simple items such

as “reachers” to help a person pick up an object from the floor

to more sophisticated products such as “voice-activated com-

puters” that provide opportunities for employment and inde-

pendent living.

HOW CAN ASSISTIVE TECHNOLOGY BENEFIT PERSONS

WITH SPINAL CORD INJURIES?

Appropriately selected assistive technologies can signifi-

candy impact on a spinal cord patients functional capabili-

ties.

* Mobility - devices such as power chairs, vehicle adapta-

tions, sport wheelchairs, scooters, etc. enable people to

move more freely and independently.

* Independent living - devices such as hands-free tele-

phones, remote controlled lights and doors, emergency

call systems, barrier-free home modifications, etc. en-

able people to maximize control of their own environ-

ments.

* Communication - devices such as adapted computer sys-

tems using switches, modified keyboards, voice activa-

tion, etc. enable people to use computers to access standard

software for word processing, e-mail, faxing, banking,

stock transactions, shopping, surfing the internet, etc.

* Recreation - equipment adaptations for sports such as

tennis, skiing, target shooting, and sailing, as well as ad-

aptations for cameras, gardening, reading, etc. enable

people to participate and enjoy leisure time.

* Employment - electric doors, ramps, workstation modi-

fications, and accessible computers and office equipment

make it possible for persons to return to work or establish

new careers.

Who identifies appropriate assistive technology?
Identifying appropriate assistive technology is a team deci-

sion involving the patient, his/her family, the physician, occupa-

tional therapists, physical therapists, speech-language pathologists,

rehabilitation engineers, equipment vendors and others as needed.

As there is currendy no mandatory licensure or certification in

the field of assistive technology, care must be taken when refer-

ring patients to assistive technology specialists to insure that the

specialist has the expertise and experience necessary to help the

patient and the team make an informed decision.

Judith Hammerlind Carlson, MS, CCC-SLP, is Projects Di-

rector, TechACCESS ofRI, a not-for-profitagencyprovidingassistive

technology servicesforpeople with disabilities.

Correspondence:
Judith Hammerlind Carlson, MS, CCC-SLP
TechACCESS of RI

1 10 Jefferson Blvd. Suite 1

Warwick, RI 02888

phone: (800) 916-TECH (8324) in state only

e-mail: techaccess@techaccess-ri.org

www. techaccess-ri.org
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Accessing Medical Care With a Spinal Cord Injury
6 ^

PaulA. Choquette

The most important thing to consider when a person

with a spinal cord injury attempts to access health

care is not whether there is an office ramp for the

person’s wheelchair, but whether there is access to informa-

tion that will help this person accept and live his/her life with

the injury.

As medical and rehabilitative technology has advanced

over the years, so too have the attitudes of medical practitio-

ners when treating an individual with a spinal cord injury.

The role of the medical provider is not as much to “fix’’ the

person, but to enhance that person’s ability to live through the

injury and still maximize his/her independence and achieve

whatever goals s/he may set. The physician’s role, and the

individual’s, changes over time, from one ofdoctor/patient to

one of advisor/implementer. As these roles change so do the

needs of the individual for medical care. Where once the pa-

tient needed treatment of acute medical problems and com-

plications resulting from a major nervous system injury, the

patient now needs maintenance therapies and monitoring for

secondary health concerns like bladder/bowel problems or skin

breakdowns. As a person with a spinal cord injury, I have

learned over the years how to listen to my body and under-

stand how it works differently than a body that has not sus-

tained a T-12 complete injury. I know what works and does

not work for me and I am very good at communicating that

to the medical professionals whom I encounter.

The medical needs of a person who has sustained a spinal

cord injury can be separated into several components. First is

the immediate acute care and rehabilitation, where the

individual’s condition is stabilized and secondary conditions are

treated. Patients also may enter into a six to eight-week inten-

sive inpatient rehabilitation program. During this time the in-

dividual is going through major periods ofadjustment, looking

for answers, both physically and emotionally, and more often

than not, ignoring those answers because the person is not ready

to face a future as it is now laid out. During this time the indi-

vidual must learn things all over again, from how to dress to

how to empty the bladder. It is the role of the medical practi-

tioners to provide information and guidance in increments that

the person can digest. Just as some people recover from open

heart surgery faster than others, some individuals accept their

injuries faster than others. We all have encountered the “super-

stars” of rehabilitation and marvel at their ability to accept their

disability and not let it be more than a temporary inconvenience

in their quest for independence. However, we cannot become

impatient with those who take longer to accept their injury and

the resultant changes in their lives.

The loss of control that a person feels over their entire

existence is only magnified by the loss of control over their

own bodies. As a result, individuals who have sustained spinal

cord injuries often rebel against the people whom they most

closely identify with their predicament - mainly the medical

practitioners. This rebellion may be in the form ofnoncom-
pliance with instructions, abuse of drugs and/or alcohol or

symptoms of depression. It is vital that if and when these

issues present themselves they be addressed immediately and

forcefully because if they are allowed to continue it will have a

devastating impact on the long-range outcome of the patient’s

ultimate recovery.

I use the word recovery because I believe that it is the

second and longest component of a person’s life after a spinal

cord injury. While at the present time it is medically impos-

sible to repair the damage to an injured spinal cord, I believe

that it is possible to “recover” and live a full and satisfying life

very close to the life one may have led prior to the injury. During

this “recovery” period access to medical care and preventative

treatment is most important for a person with a SCI. As the

person begins to learn how his/her body is now functioning

and has relearned how to perform the tasks we all need to do to

get through the day, he/she will have questions about how one

does the things they until recendy took for granted. They will

have to deal with neurogenic bladders and bowels, they will

have to be concerned about skin integrity, they will have ques-

tions about sexuality. It is during this time that information

and guidance will be the most important items that medical

practitioners can offer. It is the prescription of time and con-

cern that is most needed.

As people with an SCI learn about the injury, they will

begin to understand how their bodies will tell them there is

something wrong. They will be able to tell when they are com-

ing down with a urinary tract infection, for example, before

they can even get to a physician for diagnostic testing. They

tebrcok
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will describe certain symptoms which may indicate one diag-

nosis when it may in fact be something else entirely. The
point I am trying to make is this. As individuals become ad-

justed to their injuries they will begin to understand the changes

that have occurred in their bodies and be

able to assist greatly in the diagnostic pro-

cess. It is important to listen to people as

they listen to their bodies. It is also some-

times necessary to guide them through

this process so that they may become ac-

tive participants in their own wellness.

This process is like a partnership and will

go a long way towards guaranteeing good

health for those people in the future.

The health care that a person with an

SCI requires is not much different in prac-

tice from that required by the non-disabled

individual. The difference lies in the man-

ner in which it is delivered. A much more

personal and holistic method is needed be-

cause a person with an SCI may have needs

that range from Urology to Orthopedics,

from Neurology to Physiatry. A person

with an SCI will have more medical needs

than a person without a disability. As long

as they are met in a comprehensive and personal manner then

the ultimate “recovery” of that person will never be in doubt.

They will be able to achieve any goal that they set for them-

selves and will be able to lead lives in a manner which will not

only be fulfilling to them but will be ofconsequence to those

around them. As a person with an SCI, I have learned that it

would not have been possible for me to attain what I have to

this point without the assistance and guidance of the many
medical practitioners whom I have had the pleasure of work-

ing with. It is only through this partner-

ship that I will be able to enjoy good health

and be able to continue working towards

the goals that I have set for myself. I will

have a SCI for the rest ofmy life but I be-

lieve that I have “recovered” from my in-

jury and with the continued assistance of

medical practitioners of all types will con-

tinue to live the life that was intended for

me. It is through this partnership that I,

and others with an SCI, can access quality

health care now and in the future and use

this partnership to maintain our health,

our life, and our dreams.

Paul A. Choquette, is Program Direc-

tor, PARI Independent Living Center.
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Paul A. Choquette

PARI Independent Living Center

500 Prospect Street

Pawtucket, RI 02860

phone: (401) 725-1966

fax: (401)725-2104

The most important thing

to consider when a person

with a spinal cord injury

attempts to access health

care is not whether there

is an office rampfor the

persons wheelchair, but

whether there is access to

information that will help

thisperson accept and live

his/her life with the injury.
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Overview of Rhode Island Tobacco Laws

Rhode Island law recognizes the adverse impact of tobacco

usage and the escalating financial burden borne by ev-

ery business, large and small, and every person, smoker and

nonsmoker, in Rhode Island.”
1 Consequently, the state has

enacted laws related to tobacco. For a list of state statutes,

please refer to http://www.ritobaccocontrolnet.com/statlaws.htm.

For a list of Rhode Island municipal ordinances governing to-

bacco, please refer to http://

www.ritobaccocontrolnet.com/
ORDINANCE.FITM. Some laws pertain

to licensing and taxation of the sale of to-

bacco products. Other laws address tobacco

usage, particularly by minors. For purposes

of this article, Rhode Island tobacco laws

can be categorized into three broad areas:

taxation, tobacco control and prevention,

and pollution as a result of tobacco prod-

ucts; however, the categories may not be

mutually exclusive.

For physicians, the tobacco control and

prevention laws are the most salient. A fun-

damental tenet ofRhode Island tobacco law

is that adults have the right to choose whether

or not to use tobacco products but such free-

dom ofchoice also carries responsibilities. These responsibilities

include preventing minors from having access to tobacco prod-

ucts, protecting others from the effect of smoking, and making

an informed decision whether or not to smoke.

Rhode Island laws codify some of these responsibilities.

Specifically, the sale, gift, delivery, or procurement of tobacco

products to or for minors constitutes a violation. Similarly, the

law prohibits smoking in certain places - another violation.
2

An entire regulatory scheme to prevent sales to, delivery of, or

gifts of tobacco products to minors has been enacted by the

General Assembly, is coordinated by the Rhode Island Depart-

ment of Health (RIDOH), and prosecuted by the Rhode Is-

land Department ofAttorney General. 3 The regulatory scheme

provides that tobacco vending machines must contain electronic

locks, unless they are located within facilities that permit only

people age 2 1 and over.
4

Frequently, minors cannot afford to

purchase a full package of20 cigarettes. Therefore, it is illegal to

sell “loosies” i.e., cigarettes sold in quantities of less than 20

cigarettes to a package. 5 Purveyors of tobacco products must

post notices in red bold letters at least 3/8 inch high on a white

background and approved by the RIDOH stating that “THE
SALE OF CIGARETTES AND OTHER TOBACCO
PRODUCTS TO PERSONS UNDERTHE AGE OF 18 IS

AGAINST THE RHODE ISLAND LAW ... [and] PHOTO
ID FOR PROOF OF AGE IS REQUIRED FOR PUR-
CHASES.”6 A vestigial 19th century “morality law” still stands,

making it a violation for a person under 1 6 years ofage to smoke

or chew tobacco, in any form, in any public place.

Maureen G. Glynn, JD

Although the penalties for violating Rhode Island tobacco

laws are de minimus compared to the harm to society, there are,

nonetheless, penalties, ranging from fines (which vary according

to the type of violation and the number of violations) to revoca-

tion of the license to sell tobacco products.
7 (The 19th century

law prohibiting persons under age 16 from using tobacco in a

public place specified a penalty of “no more than $5 for each of-

fense,” but in the 19th century $3 constituted

a substantial sum.) 8
Generally, prosection of

teenage-smoking “violations,” including over-

sight of stores that sell tobacco, falls to mu-

nicipal police departments, not the state

police.

As for environmental pollution, the

General Assembly has found that

“[s]moking tobacco in any form is a public

nuisance and dangerous to public health.”
9

Therefore, the General Assembly outlawed

smoking in government buildings, audito-

riums, elevators, indoor movie theaters, li-

braries, art galleries, museums, concert

halls, auditoriums, buses, schools (except

of science/clinical studies), public hallways

in court buildings, hallways ofelderly hous-

ing complexes, supermarkets, medical offices, public laundries,

and hospitals, provided the places are either used by or open to

the public.
10 However, even in these locations, smoking may

be permitted in areas that are separated from the general public

areas and identified by signs as smoking areas.
1

1

Excluding bars,

nightclubs, lounges, dance clubs, and privately sponsored so-

cial events, public eating facilities which seat 50 or more per-

sons must have separate nonsmoking and smoking areas and

notify the patrons of such areas.
12 The RIDOH, in conjunc-

tion with the America Cancer Society and the American

Lung Association, maintains a list of smokeless restaurants

Office of Health Care Advocate

The General Assembly created the office of

Health Care Advocate within the Department of

the Attorney General to give Rhode Islanders

an advocate to protect access to quality and
affordable health care. Rhode Island is the first

state In the nation to create this office.

The Health Care Advocate oversees such di-

verse actions as hospital mergers, the tobacco
settlement, health insurance trends, health leg-

islation, and public education.

Maureen Glynn will be keeping readers abreast

of the Advocate’s actions in future Judicial Di-

agnosis columns.

{An} employer may choose to

prohibitsmoking in the

workplace or accommodate

both the smokers and

nonsmokers. Ifthe employer

permits smoking then s/he

mustaccommodate both the

smokers andthe nonsmokers.
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in Rhode Island (http://www.ritobaccocontrolnet.com/

SFDINCOU.html).
Supporting nonsmokers’ right to unpolluted air, the Gen-

eral Assembly enacted the Workplace Smoking Pollution Con-
trol Act, 13 which seeks “(1) to protect the public health and

welfare by regulating smoking in the workplace and (2) to mini-

mize the toxic effects of smoking in the workplace by requiring

an employer to adopt a policy that will accommodate, insofar as

possible, the preferences of nonsmokers and smokers.” 14 The
Act does not create any rights to sue the employer or to limit the

employer’s decision to prohibit smoking in the workplace. The
employer may choose to prohibit smoking in the workplace or

accommodate both the smokers and nonsmokers. If the em-
ployer permits smoking, then s/he must accommodate both the

smokers and the nonsmokers. Employers are not required to

construct separate smoking and nonsmoking areas, but may use

the existing ventilation system or existing partitions or separa-

tions to provide both smoking and nonsmoking areas. Failure

to comply with the Workplace Smoking Pollution Control Act

can result in prosecution by the Attorney General. 15 Except for

nonprofit organizations whose primary purpose is to discour-

age tobacco usage by the public, employers may not prohibit

smoking or tobacco usage outside of the workplace as a condi-

tion of employment. 16 Moreover, employers cannot discrimi-

nate against an employee concerning compensation or condidons

and terms of employment due to an employee’s use of tobacco

products outside of the workplace. 17

Admittedly, no law can be solely responsible for shaping an

individual’s behavior; and for a smoker the addictive power of to-

bacco may override both legislative initiatives and health concerns.
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ing cessation treatment. Nonetheless, many health insurance policies pro-

vide smoking cessation benefits. Also, the Cancer Prevention Research Center

at the University of Rhode Island and the Behavioral Medicine Department

at Brown University School of Medicine offer smoking cessation programs.

Maureen G. Glynn, JD, is Assistant Attorney General and

Health Care Advocate.

Correspondence:
Maureen G. Glynn, JD
Department of Attorney General

150 South Main Street

Providence, RI 02903
phone: (401) 274-4400. x2301

fax: (401) 274-3050

AN ARMY SCHOLARSHIP COULD
HELP YOU THROUGH MEDICAL SCHOOL

The U.S. Army Health Professions

Scholarship Program offers a unique

opportunity for financial support to

medical or osteopathy students.

Financial support includes a monthly

stipend plus tuition, books, and other

course related expenses.

For information concerning eligibility,

pay, service obligation and application

procedure, contact your local Army
Health Care Recruiter:

617'753-3015 1 '800'USA'ARMY

ARMY MEDICINE. BE ALL YOU CAN BE.
www.goarmy.com
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Rhode Island
Quality Partners, Inc.

“TAKE CARE Rhode Island” Coalition

David R. Gifford, MD, MPH, and Kathryn M. Harrison, CPHQ

I
n 1992, the Health Care Financing Administration (HCFA)

initiated the Health Care Quality Improvement Program

(HCQIP) coordinated by the Peer Review Organization Pro-

gram. As part of this eftort, Rhode Island Quality Partners,

Inc. (RIQP), the Peer Review Organization (PRO) lor Rhode

Island collaborated with the hospitals and managed care orga-

unique collaboration of the many institutions, groups and or-

ganizations that are responsible for ensuring the quality of care

provided to Rhode Islanders. This broad-based coalition of

health care providers is the first collaboration of its kind in the

nation to focus on quality improvement for the entire state.

During initial meetings, members of the group voiced

nizations in the state to evaluate and im-

prove care in the hospital setting. Beginning

in the fall of 1 999, HCFA asked each PRO
in the country to expand its efforts to in-

clude the entire state population and to fo-

cus on eight specific clinical areas: acute

myocardial infarction (AMI), congestive

heart failure (CHF), stroke, atrial fibrilla-

tion, pneumonia, diabetes, mammography

utilization and influenza/pneuomococcal

vaccinations.

At a press conference held at the State

House on February 14th, RIQP announced

the formation ofTAKE CARE Rhode Is-

land, a broad-based coalition ofhealth care

providers and organizations in Rhode Is-

land (see Table 2 for current members).

TAKE CARE Rhode Island anticipates

growing in membership. The idea for the

coalition developed as a result of meetings

between RIQP, hospitals and managed care

plans in Rhode Island to discuss how Rhode
Island would respond to HCFA’s initiative

in these eight areas. The coalition grew to

encompass government agencies, physician

groups, specialty societies, and patient ad-

vocacy organizations and represents a

Abbreviations Used:

AMI acute myocardial infarction

CHF congestive heart failure

HCFA Health Care Financing

Administration

HCQIP Health Care Quality

Improvement Program

PRO Peer Review Organization

RIQP Rhode Island Quality

Partners

Table 1. TAKE CARE Rhode Island endorsed hospital-

based quality indicators.

Quality Indicator focus

Aspirin use

Beta-Blocker use

Lipid lowering medication use

ACE-inhibitor use for systolic dysfunction

Thrombolytic use

Smoking cessation counseling

Congestive Heart Failure ACE-inhibitor use

Weight monitoring

Discharge instructions about disease management

Condition

Acute Myocardial

Infarction

Atrial Fibrillation

StrokeTransient

Ischemic Attack

Pneumonia

Warfarin use

Discharge instructions about warfarin

Antiplatelet use

Elimination of sublingual nifedipine

Assessment for thrombolytics

Thrombolytic use

Time to antibiotic administration

Appropriate antibiotics initiated*

Blood cultures prior to antibiotics

Influenza and Pneumococcal vaccination rates

For detailed definitions of any of the quality indicators, including the inclusion and exclusion

criteria used to calculate the quality indicator, please contact Kathryn Harrison.

*Appropriate antibiotic initiated per American Thoracic Society and the

Infectious Diseases Society of America guidelines

Non-ICU admissions:

-B-lactam monotherapy IV, or-B-lactam (IV) + macrolide_ (IV or PO),

or -Quinolone monotherapy (IV or PO).

ICU admissions:

-B-lactam (IV) + macrolide_(IV)
,
or -B-lactam (IV) + -quinoloneJIV)

If documented B-lactam allergy:

-Quinolone + Clindamycin (IV)
,
or -Quinolone + Vancomycin (IV)
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concerns about the number ofdifferent data collection require-

ments, guidelines, and practice tools for the same condition

that are in use across the state, many of which varied only

slightly. By working together, the TAKE CARE Rhode Island

coalition hopes to reduce this variation and facilitate the de-

velopment of a uniform, systematic approach to measuring

quality in the hospital setting. For example, the coalition is

currendy working to endorse state-wideAMI and CHF guide-

lines from the American Heart Association/American College

of Cardiology; uniform data collection instruments to com-

pare practices between facilities; and standardized patient edu-

cation materials (e.g. smoking cessation counseling material)

so that physicians and other health care providers will no longer

face having to select from similar, but different, materials on

the same topic.

In keeping with HCEAs national effort, the coalition has

endorsed a set of quality indicators for five common condi-

tions: AMI, CHF, atrial fibrillation, stroke, and community

acquired pneumonia. These quality indicators focus on treat-

ments and interventions that have been shown to improve

patient outcomes and survival. They include: prescribing as-

pirin, beta-blockers, thrombolytics, and cholesterol lowering

agents for patients with AMI; ACE-inhibitors for patients with

CHF; anticoagulation therapy for patients with atrial fibrilla-

tion; antiplatelet therapy for patients with stroke or transient

ischemic attack; and prescribing antibiotics in a timely fash-

ion for hospitalized patients with pneumonia (Table 1). As

the coalition gathers momentum, its focus will expand to in-

clude outpatient, long-term care, and home care settings.

Preliminary results from data collection efforts conducted

among hospitalized patients in the latter halfof 1 998, from all

acute care hospitals in the state, indicate that Rhode Island is

doing well compared to rest of the nation in the use of beta

Table 2. Current Members of

TAKE CARE Rhode Island

American Heart Association, New England Affiliate

Blue Cross Blue Shield of Rhode Island/

Blue CHiP Coordinated Health Partners

Coastal Telesis

Rhode Island Department of Elderly Affairs

Rhode Island Department of Health

Rhode Island Department of Human Services

Kent County Memorial Hospital

Hospital Association of Rhode Island

Landmark Medical Center

Lifespan/Physician Professional Services Organization

Memorial Hospital

Newport Hospital

Rhode Island Hospital

Rhode Island Medical Society

Rhode Island Medicare Carrier and Fiscal Intermediary

Rhode Island Quality Partners

Roger Williams Medical Center

St. Joseph Health Services of Rhode Island

South County Hospital

The Miriam Hospital

The Westerly Hospital

United Healthcare of New England

University Medicine Foundation, Inc.

blockers in AMI, use ofACE inhibitors for CHF, appropriate

use of antibiotics for patients with pneumonia, and warfarin

for patients with atrial fibrillation. However, there is still room

for improvement within these areas. For example, it appears

that many patients with atrial fibrillation, without contra-indi-

cations for warfarin, did not receive warfarin.

For other quality indicators, Rhode Island did not fare as

well. Early use of aspirin, smoking cessation counseling, and

use of thrombolytics in patients with AMI; initiation ofantibi-

otics under 8 hours for patients with pneumonia; and use of

influenza and pneumococcal vaccines were below national av-

erages. For example, in Rhode Island a significant number of

patients who smoke and experienced an AMI did not have any

documentation in the medical record about smoking cessation

counseling at discharge. A physician’s recommendation to stop

smoking is one of the most effective interventions to change

patients’ smoking habits. TAKE CARE Rhode Island is work-

ing to develop smoking cessation material that can better help

Rhode Island reduce smoking rates.

Part of the unique aspect of this coalition is the opportu-

nity for members to share information and experiences about

quality improvement efforts that will facilitate more rapid im-

provement across the state. Any physician, physician group,

health care provider, or other group wishing to join this effort

orwho would like additional information should contact David

Gifford, MD, MPH, or Kathryn Harrison, CPHQ, at RIQP.

David R. Gifford, MD, MPH, is Clinical Coordinator,

RIQP; andAssistant Professor ofMedicineandCommunity Health,

Brown University.

Kathryn M. Harrison, CPHQ is Project Coordinator, RIQP

Correspondence:

David R. Gifford, MD, MPH
Phone: (401) 528-3200

Fax: (401) 528-3210

e-mail: David_Gifford@brown.edu

Kathryn M. Harrison, CPHQ
Phone: (401) 528-3260

Fax: (401) 528-3210

e-mail: ripro.kharriso@sdps.org

The analyses upon which this publication is based were per-

formed under Contract Number 500-96-P5 1 9, entitled “Utiliza-

tion and Quality Control Peer Review Organization for the State

of Rhode Island,” sponsored by the Health Care Financing Ad-

ministration, Department of Health and Human Services. The

content of this publication does not necessarily reflect the views

or policies of the Department of Health and Human Services,

nor does mention of trade names, commercial products, or orga-

nizations imply endorsement by the U.S. Government.

The author assumes full responsibility for the accuracy and

completeness of the ideas presented. This article is a direct result

of the Health Care Quality Improvement Program initiated by

the Health Care Financing Administration, which has encour-

aged identification of quality improvement projects derived from

analysis of patterns of care, and therefore required no special fund-

ing on the part of this Contractor. Ideas and contributions to the

author concerning experience in engaging with issues presented

are welcomed.
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Images inMedicine
q© Benign Schwannoma Hd

David P.Neumann, MD

A 63 year old woman presented with chronic right up-

per quadrant pain and a palpable right lateral

thoracoabdominal mass. Her past medical history was un-

remarkable. CT scan (Figure 1) demonstrated a 10 cm
round, well-defined heterogeneous non-calcified soft tis-

sue mass arising from the right lower and lateral chest wall.

The lesion expanded the intercostal space without rib de-

struction and displaced but did not invade the adjacent

liver. No adenopathy or distant metastases were seen. The

differential diagnosis included malignant fibrous histio-

cytoma, liposarcoma and fibrosarcoma as well as periph-

eral nerve tumors and desmoid tumor. At biopsy and

subsequent resection, a tumor with predominantly in-

creased cellularity, composed of elongated and wavy cells

arranged in palisade and whorl formation, and with few

mitotic figures was described. A diagnosis of benign cel-

lular schwannoma (neurilemmoma) was made and con-

firmed with special immunochemistry and electron

microscopy studies. These tumors are typically solitary

and discovered in the third decade of life with no sex pre-

dilection. The large size of the lesion and the patient’s age

at diagnosis were unusual. After more than 5 years, the

patient had no complaints and no further imaging had

been performed.

David P. Neumann, MD, is Assistant Clinical Professor,

in the Department of Diagnostic Imaging, Brown University

School ofMedicine, at the Miriam and Rhode Island Hospi-

tals.

Correspondence:
David P. Neumann, MD
Department of Radiology

The Miriam Hospital

Summit Avenue

Providence, RI 02906

phone: 793-4480

e-mail: dn@netsense.net
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Health by Numbers
Rhode Island Department of Health

Patricia A. Nolan, MD, MPH, Director of Health

Edited by Jay S. Buechner, PhD

a©- Hospitalizations for Spinal Cord Injuries, 1994-1998
Jay S. Buechner, PhD, Mary C. Speare, MA, Janice Fontes, MA

I
njuries to the spinal cord are relatively rare, but can be

serious and debilitating, as they often result in death or

lifelong paraplegia or quadriplegia. Because of their cost

to society in terms of medical care and lost productivity,

because of the suffering experienced by victims, and be-

cause of the emotional toll they inflict on families and

friends of victims, spinal cord injuries (SCIs) are high pri-

orities for injury prevention programs.

Nearly every person who suffers a SCI and survives

the initial trauma is admitted to an acute care hospital. Thus,

hospitalizations for SCI serve as an acceptable proxy for

the incidence of non-fatal SCI. The following analysis pre-

sents data from Rhode Island hospitals on discharges with

SCI and related diagnoses.

Methods
Hospitalizations with SCI and related diagnoses were

identified from hospital discharge data for Rhode Island acute

care hospitals using the Centers for Disease Control and

Prevention’s (CDC) case definition for spinal cord injuries.
1

For use with hospital discharge data, the CDC case defini-

tion has been translated into two lists of disease codes, those

identifying discharges that can be presumed to be cases of

spinal cord injury (“cases”) and those identifying other dis-

charges that may
prove to be cases af-

ter inspection ofthe

medical record

(“possible cases”).

(Table 1) Informa-

tion on the patient’s

age, sex, and discharge status and on the cause of injury (e.g.,

fall, motor vehicle crash) were obtained from the discharge

database. Discharges from October 1, 1993, through Sep-

tember 30, 1998, corresponding to hospital fiscal years 1994

-1998, were included in the analysis. Age-specific rates were

computed using state population estimates for 1994 through

1998 from the federal Bureau of the Census. 2

Results

During the five-year period studied, there were 277 dis-

charges from Rhode Island hospitals with a principal or addi-

tional diagnosis ofSCI, an average of 55 per year, and another

2,002 discharges with possible SCI, an average of400 per year.

(Table 1) Of the possible cases, the large majority were frac-

tures of the vertebral column with no mention ofaccompany-

ing SCI. Other possible cases included discharges for late effects

of SCI or fractures of the spine, presumably representing re-

admissions sometime after the initial treatment

at time of injury. Reviews of the medical

records of a sample of possible cases have re-

vealed that very few are true SCI cases, so all

results hereafter are based only on discharges

with a principal or additional diagnosis ofSCI.

The rates ofhospitalization for SCI, based

on the CDC definition for cases, varied by

age from 0.9 per 100,000 population among

persons ages 0-14 years to 9.9 per 100,000

among persons ages 65 and older, with an in-

termediate peak among persons ages 15 -24

years. (Figure 1) Males comprised two-thirds

of SCI cases overall and experienced higher

hospitalization rates in each age group. Among
persons under age 45, hospitalization rates for

males were typically three times the rates for

females, and among those ages 65 and older,

the rates for males were higher than rates for

females by 60% or more.

The largest number of SCIs were caused

by falls, followed by motor vehicle crashes.

Other causes were relatively minor contribu-

Table 1.

Hospital Discharges with Spinal Cord Injury (SCI) and Possible SCI,

by Diagnosis, Rhode Island, October 1, 1993 - September 30, 1998

Diagnosis Discharges

Number Percent
SCI Cases 277 12.2

Fracture of vertebral column
with spinal cord injury

131 5.7

Spinal cord injury without

evidence of spinal bone injury

146 6.4

Possible SCI Cases 2002 87.8

Fracture of vertebral column

without mention of spinal cord

injury

1652 72.5

Late effect of spinal cord injury 176 7.7

Injury to nerve roots and spinal

plexus

32 1.4

Late effect of fracture of spine

and trunk without mention of

spinal cord lesion

134 5.9

Late effect of injury to nerve

root, spinal plexus, and other

nerves of trunk

8 0.3

Total 2279 100.0

Abbreviations Used:

CDC Centers for Disease

Control and Prevention’s

SCI spinal cord injury

TBI traumatic brain injury
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Figure 1. Hospitalizations per 100,000 Population with Any Diagnosis of Spinal Cord

Injury, by Age Group and Sex, Rhode Island, Fiscal 1994-1998 (Annual Average).

tors, including assaults (5%) and self-inflicted injuries (1%).

(Figure 2) Among the elderly, falls caused over half (58%) of

all SCIs and motor vehicle crashes only 14%. Among those

ages 1 5-24, the pattern was reversed, with fewer SCIs caused

by falls (28%) than by motor vehicles (38%).

Ofthose treated for SCIs, only one-third were discharged

to home without some provision for ongoing care. (Figure 3)

Of those receiving additional care, the largest number were

transferred to a non-acute inpatient institution, presumably a

rehabilitation facility (30%). Smaller proportions were dis-

charged to home health care (16%), nursing homes (8%), or

other acute-care hospitals (3%). Eight percent ofSCI admis-

sions died in the hospital.

of traumatic brain injuries (TBI) to a cen-

tral registry in 1987. Under the legislation,

hospitals were required to report any dis-

charge with a head injury diagnosis to the

Office of Vocational Services, Department

of Fluman Services, for the purpose of help-

ing persons with brain injuries gain access

to appropriate medical and social services.

In 1997 the legislation was amended to

transfer responsibility for the registry to the

Department of Health and to expand man-

dated reporting to include spinal cord inju-

ries. In the same year, CDC funded the

Department to develop a brain injury sur-

veillance system based on the Traumatic

Brain Injury Registry and the statewide hos-

pital discharge data.

In response to the legislative mandate,

the Department of Health is preparing regu-

lations that will establish the reporting re-

quirements for spinal cord injuries. In

addition, CDC funding is helping develop an associated

SCI surveillance system. These information resources will

help persons with SCI and will support SCI prevention pro-

grams, just as the TBI Registry and surveillance system have

served persons with brain injuries and programs addressing

TBI prevention.

References

1. Thurman DJ, SniezekJE, Johnson D, et al. Guidelinesfor Sur-

veillance ofCentral Nervous System Injury. Atlanta: CDC, 1995.

2. U.S. Bureau of the Census web site: www.census.gov/popula-

tion/estimates/state/5age9890.txt.

Discussion

Injuries to the central nervous system, which include

spinal cord injuries and the more numerous traumatic brain

injuries, have been designated by the National Centers for

Injury Prevention and Control, CDC, as a high-priority

focus for public health injury programs. In Rhode Island,

the General Assembly originally mandated the reporting

(N = 277)

Jay S. Bnechner, PhD, is Chief, Office ofHealth Statis-

tics, andAssistant Professor ofCommunity Health, Brown Uni-

versity School ofMedicine.

Mary Speare, MA, is Traumatic Brain Injury Surveil-

lance Coordinator, Division ofFamily Health.

Janice Fontes, MA, is Principal Systems Analyst, Office of
Health Statistics.
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Medical

Other Acute- Advice
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(N = 277)

Figure 2. Cause of Injury for Hospitalizations with Any Diagnosis of

Spinal Cord Injury, Rhode Island, Fiscal 1994-1998

Figure 3. Discharge Disposition for Hospitalizations with Any
Diagnosis of Spinal Cord Injury, Rhode Island, Fiscal 1994-1998
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Rhode Island Department of Health

Patricia A. Nolan, MD, MPH, Director of Health

Rhode Island Monthly

Vital Statistics Report

Provisional Occurrence Data

from the

Division of Vital Records

Edited by Roberta A. Chevoya

•

.
w

Reporting Period

Mar.

1999
12 Months Ending with Mar. 1999

Number (a) Number (a) Rates (b) YPLL (c)

Diseases of the Heart 276 3,047 308.3 3,720.5

Malignant Neoplasms 206 2,511 254.0 6,698.0**

Cerebrovascular Diseases 46 572 57.9 776.0

Injuries (Accident/Suicide/Homicide) 30 361 36.5 7,100.0

COPD 55 466 47.1 420.0

Reporting Period

September
1999

12 Months Ending with

September 1999

Number Number Rates

Live Births 1,234 13,496 13.7*

Deaths 730 9,854 10.0*

Infant Deaths (10) (93) 6.9#

Neonatal deaths (9) (69) 5.1#

Marriages 979 7,693 7.8*

Divorces 172 2,830 2.9*

Induced Terminations 384 4,868 360.7#

Spontaneous Fetal Deaths 89 1,022 75.7#

Under 20 weeks gestation (80) (951) 70.5#

20+ weeks gestation (9) (71) 5.3#

“Excludes one death of unknown age

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of

990,225

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode

Island for the reporting periods listed above. Monthly provi-

sional totals should be analyzed with caution because the num-

bers may be small and subject to seasonal variation.

* Rates per 1,000 estimated population

# Rates per 1 ,000 live births

& <a

*
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A°*£>NO DEARS can help!

AO
DEARS Diabetes Education,

Assessment, Referral & Screening

Helps you meet ADA guidelines

of care

Free to you and your patients

You bill Medicare for office visits

Interactive program for 10-12

patients teaches them to self-

manage their care

DEARS is funded by a grant from the Centers for

Disease Control and Prevention and is presented

by the Rhode Island Dept, of Health and Rhode

Island Quality Partners, Inc. For more informa-

tion call Nancy Hughes, RN at (401) 222-1394,

ext. 150

0

DEARS

In Memoriam, 1999
(thefollowing names were omittedfrom the February listing)

Richard P. D’Amico, MD
Rudolph W. Pearson, MD
Nathaniel D. Robinson, MD

FOR SALE

Newly renovated office,

1530 sq ft. across from

W&l and Rl Hospital

Available Fall 2000

CONTACT:

DR. JOHN URBAN

120 DUDLEY STREET

421-7-486
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Open MRI Comfort And
Quality At Its Best.

Wide open-air design

nonclaustrophobic

The latest technology for

advanced diagnostic exams

and superb image quality

Board Certified Fellowship

trained Radiologists

All insurances accepted

Convenient scheduling and

rapid reporting

When you need Open or High

Field MRI, refer to the centers

where we make comfort and exam

quality top priority.

Now Available at our Cranston

Location

1140 Reservoir Avenue

Serving Rhode Islandfor Over 30 Tears

X-RAY ASSOCIATES
MRI AND MEDICAL
IMAGING CENTERS

CRANSTON JOHNSTON WAKEFIELD WICKFORD
943-1454 351-1570 792-9840 295-3130

Open MRI High Field MRI * Cat Scan Mammography

Ultrasound X-Ray Bone Density Testing Fluoroscopy
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THE RHODE ISLA JOURN.
The Official Organ of the Rhode Island Medical Society

Issued Monthly under the direction of the Publications Committee

VOLUME 1

NUMBER 1 PROVIDENCE, R.I., JANUARY, 1917
PER YEAR $2.00

SINGLE COPY, 25 CENTS

Ninety Years Ago
5^ [March, 1910]

An editorial on “Proposed Tuberculin Legislation” supported

the state-mandated testing of cows. The bill, spurred by

the discovery that 26 of the 46 cows that supplied milk to the

State Sanitorium were infected, “[pitted] public necessity against

private advantage,” or farmers against everybody else. “The real

difficulty will lie in proving to the dairyman that such a law will

benefit him inadvertently but surely... He may or may not re-

gard the bounty on condemned catde as sufficient, but will in

any case object to a law which jeopardizes in the future the life

ofevery tuberculous cow. That such a law will safeguard him in

the purchase of cattle and abet him in the sale of them...are

points which only a considerable foresight, more perhaps than

is to be expected on the part of the average farmer, will reveal...”

A second editorial, on “Sterilization ofDejecta,” supported

the patented invention of Dr. Sheffield Smith of Providence: a

device for steam sterilization “that can be applied to the closets

of hotels, hospitals and railway coaches...” While hospitals dis-

posed of the soiled clothing and bedding of typhoid patients,

“...the danger of transmitting the disease condnues long after

the ‘recovery’ of the patient.” That recovered patient will travel

throughout the country, “distributing infected feces and urine

along the railway track and at whatever hotels he may stop.”

In “The Use of Bacterial Vaccines in Therapeutic Immuni-

zations,” W.G. Dwinell, MD, discussed “what vacccines are,

what they do, and how they do it,” citing several cases. One
patient with recurring attacks ofboils (pure staphylococcus) was

given an autogenous vaccine, which ended the boils. Another

patient, with gonorrhea, was treated with a “personal vaccine,”

which also worked. Dr. Dwinell, though, cautioned that tu-

berculosis and septicemic disease might not respond so easily.

“We must not by our inoculation accentuate natures negative

phase. And we must constantly bear in mind.. .the possiblity

that by importation of a bacterial vaccine into a body of a pa-

tient who is already staggering under severe bacterial intoxica-

tion, such a further quantum of poison...would just suffice to

overtax his power of resistance.”

Fifty Years Ago
3^ [March, 1950] ^

I
n “The Legal Hazards of the Practice ofMedicine,” S. Everett

Wilkins, Jr., Esq, reminded physicians of their responsibili-

ties to “charity” cases: “...you do not have to accept them, of

course, but when you do accept and treat them, you owe them

[specified] duties.” As for malpractice, Mr. Wilkins noted, “In

the final analysis, you will be judged by laymen.”

In “The Importance of Diet in the Treatment of Diarrhea

in Infancy,” Edward Scott O’Keefe, MD, [a Lynn, Massachu-

setts, pediatrician speaking before the Providence Medical Asso-

ciation] argued against the “cure through starvation,” propos-

ing instead high-calorie diets for infected infants (33% more

calories per kilogram than normal well infants, and 100% to

300% more than many treated infants receive).

In “Lymphoid Polypoid Hyperplasis of the Rectum,”

Herbert Fanger, MD, and Bernard Virshup, MD, described four

cases from Rhode Island Hospital’s Institute of Pathology which

showed that “a benign condition”. . .’’must be carefully differen-

tiated from the malignant lymphoma group.”

Henry L.C. Weyler, MD, noted in “Skin Irritation around

the Anus due to Aureomycin” that a rash can develop a week to

10 days after starting even low-dose treatment, but since the

patient rarely links the rash to the aureomycin, he rarely tells the

doctor of the rash.

The Committee on Diabetes reported on Diabetes Detec-

tion Week (October 10-16, 1949). The Medical Society joined

with Departments ofHealth, District Nursing Associations, the

Department of Education, private laboratories, hospitals, some

private schools, radio stations and Ames Company of Elkhart,

Indiana (which donated 1000 Clinitest tablets), to encourage all

Rhode Islanders to be tested, free, for glycosurea. Of7320 tests,

319 were positive.

An Editorial on “Rehabilitation” urged clinicians to sup-

port post-hospital rehabilitation: “Too frequendy, it happens that

[a patient] is only partially rehabilitated when he is discharged

from the hospital. ..To stop rehabilitation at this point is to leave

the job half done.”

Twenty Five Years Ago
[March, 1975] ^

S
tanley M. Aronson, MD, in Message from the Dean, reported

that 45% of the 58 graduates had matched at one of the four

Brown-affilaited hospitals (Rhode Island Hospital, Roger Williams

General Hospital, The Miriam Hospital, Memorial Hospital).

The rest of the issue comprised a festschrift in honor of

FiorindoA Simeone, retiring from the Department of Surgery at

Miriam Hospital. As a Fellow at the Massachusetts General Hos-

pital, Dr. Simeone had worked to create the first physiologically-

based and clinically-oriented peripheral vascular laboratory. Among

the papers were “Phleborheography:ANew Non-Invasive Method

ofDiagnosing Deep Venous Thrombosis ofLower Extremity,” by

John J. Cranley, MD, Director, Department of Surgery, Good

Samaritan Hospital, Cincinnati; “Radiation Effects of Radiodine

on the Thyroid,” by Brown M. Dobyns, MD, PhD, Professor of

Surgery, Case Western Reserve University; “Clotting Factors in

Burn Sepsis,” by Richard B. Fratianne, MD, Director of the Burn

Unit and Associate Professor ofSurgery, Case Western; “Microcir-

culatory Dynamics and the Control of Hemorrhage,” by Robert

W. Hopkins, MD, from the Miriam Hospital.
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03 Commentaries

First Annual April (Fools)

Commentary
Cognitive Sinks: The Black Holes of

Neuropsychology: A Brief Overview

A Review
Background

One of the disadvantages of do-

ing classified research is that theories

and data can’t be published. 1 Since the

end of the Cold War, some research

areas have lost their national security

importance and have therefore been de-

classified. With the loss of potential

strategic importance certain research

topics have lost their funding, causing

them to remain in a state ofsuspended

animation, awaiting further funding

for development.

The work I did on cognitive sinks

(CS) is one such research topic and al-

though once considered a high prior-

ity area,
2 with immediate applications

for cold and hot war scenarios, it has

now fallen completely out of favor and

is therefore no longer funded. Publi-

cation was forbidden so this report rep-

resents the first time these ideas and

data have appeared in press. This pub-

lication condenses years of hard and

often unproductive work and may,

hopefully, spur others on to develop

insights into this interesting and poorly

understood phenomenon. Actual data

will be published elsewhere.
23

Definition

A cognitive sink is defined as a per-

son who, without physical contact, low-

ers the IQ of one or more individuals

through social interaction alone. Fur-

thermore, the cognitive sink does not

develop an increase in IQ as a result.
3

Comment
This concept is not strictly de-

fined. Research criteria vary depend-

ing on the study. This research center

has used the so called “ten-three” or

“ten cubed” definition, defined as a

ten-minute exposure producing a ten-

point IQ drop lasting at least ten min-

utes after the exposure ends. The

various possible definitions are endless

but data clearly indicate that less strin-

gent criteria, for example the “five-

three” criteria dramatically increase the

prevalence of this property to the point

of making it difficult to study, whereas

a more restricted definition does not

markedly reduce the population with

this property. The cognitive sink prop-

erty is analogous to an astronomical

“black hole.” Although this is not a

medical problem and appears in all set-

tings
4

it has been studied primarily in

the medical setting.

Historical note
Social psychologists have resisted

the concept of cognitive sinks, claim-

ing that violations of the so-called third

law of mass psychology, conservation

of intelligence, cannot exist.

Example: Subject 3 H 5 (office inter-

action 5/13/1985)

JF: Tell me about the falls.

CS: Well, I was in the kitchen, and

another thing, my legs hurt. Why do

my legs hurt?

JF: Are they stiff? Do they. . .

CS: And another thing. I’m consti-

pated. Why don’t these suppositories

work?

JF: Let’s talk about the falling.

CS: That’s what I want to know!

JF: What?

CS: The falling. Why am I falling?

JF: How did you fall?

CS: I was in the kitchen because I was

hungry. How come I’m always hun-

gry?

I. Do cognitive sinks exist?

Five studies addressed this issue,

three in the United States, one in En-

gland and one in Israel. Investigational

paradigms were similar. Healthy medi-

cal students, ages 21-30, gave written

informed consent to participate in a

“neuropsychology experiment.” All

subjects were exposed to individuals

with the CS property in double blind,

placebo-controlled, crossover trials and

all confirmed that such a phenomenon

exists.

II. What is the prevalence?

To estimate prevalence one must

consider certain properties of the CS.

The effect of a single CS varies with

the population exposed, so that a CS

can be given an “efficiency rating,”

with 1.0 being the highest. An effi-

ciency rating of 1.0 indicates that

1 00% ofexposed suffer effects whereas

a rating of 0.5 implies that 50% of the

exposed are affected. For example, a

hospital administrator may have a rat-

ing of 0.8 on medical personnel and a

0.1 rating on other hospital adminis-

trators.
5

III. How long is the effect?

The duration of an IQ loss varies

with the duration of the exposure and

the drop in the IQ. Hence, a large drop

would predict a long recovery time. It

is uncommon, but well described, for

an IQ loss to apparently be permanent.

Medicine and Health / Rhode Island



In the famous

Tenafly in-

cident five

medical stu-

dents ex-

posed to a

particularly

potent CS
in a conference

room failed to recog-

nize the danger they were in

and remained for two hours before

being found by the supervising prin-

cipal investigator. Three failed out of

medical school as a result.

IV. How is the effect transmitted?

Effective communication is re-

quired for the effect to occur. While

most effects occur via listening, sign

language will convey the effects equally

well.

Crossed dextral subjects with left

hemisphere lesions were less affected

than right dominant subjects, suggest-

ing a left hemisphere location for be-

ing at risk. If the listener does not

understand the CS then the effect is

not conveyed. Thus, merely being in

the presence of a CS is not sufficient

for an IQ loss. Communication over

the telephone may transmit the effect

but efficacy drops about 15-20%.

Reading is much less effective. Video-

tapes are only weakly effective.

V. Is there protection?

A variety of medications have not

been protective. A trial ofGingko baloba

plus vitamin E is under way. Psychologi-

cal approaches have not been successful

but distractants such as random electrical

pain stimulators attached to any body

part, large doses of lactulose, cardboard

matches used to pry open the eyelids, dex-

troamphetamine and marijuana all pro-

vide significant protection but are not

always considered beneficial by the sub-

ject. Deep brain stimulation using im-

planted pacemaker devices appears

promising but stimulator parameters and

even electrode targets are unclear. One

trial, using the pre-chiasmatic nucleus as

a target, provided 95% protection but the

subjects had to urinate every 1 5 minutes.

VI. Future directions

The applicability of this research

is universal. All of us are under poten-

tial attack every day. How to prevent

short-term effects and the more nefari-

ous long-term effects has not received

the attention it deserves. We are cur-

rently working on rapid screening tests

to quickly identify potential CS and

study their effects. The public health

costs have not been estimated and the

ethical issues are immense. What should

be done ifyour teacher, student, mother,

brother, child has this property? Will

deep brain stimulation be the answer?
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October 26, 1977 : A Day to Cherish

S
mallpox has been a grim companion of mankind for

milennia. Long before the inevitability ofdeath and taxes

had been proclaimed, there was the chilling reality that few

communities escaped the mortal grasp of smallpox. In En-

gland and its Atlantic colonies, where better records had

been maintained, about one-tenth of the children, on av-

erage, were taken annually by smallpox.

Certainly smallpox was inevitable but people tried to

avoid its ravages through prayer, fasting and talismans. In

India, for example, statues of the goddess Shatala, consort

to Shiva the Destroyer, were erected in countless villages;

and whenever smallpox loomed, these shrines were be-

decked with flowers and tokens beseeching protection. In

medieval France, statues of Saint Nicaise served a similar

purpose. The Yoruba of west Africa identified Shopona as

the god whose wrath created smallpox.

Smallpox, clearly, was contagious and a frequent fel-

low traveler of commercial ventures, invading armies, flee-

ing refugees and religious pilgrimages. The realities of

contagion allowed mankind to establish its first meaning-

ful barrier to smallpox. True, many clergy pronounced

smallpox to be a divinely ordained punishment; but Leviticus

had specifically instructed the wandering Israelites to segre-

gate those with grievous sores by removing them from the

encampment. Quarantine, an obvious response to infectious

disease, became an effective means of affording temporary

protection against smallpox. Sometimes it was the afflicted

who were ostracized; and sometimes it was the entire com-

munity which isolated itself from the contaminated world

about them.

Somewhere in the distant past, some wise person rec-

ognized that when smallpox was inadvertently contracted

by skin contamination, the resulting infection tended to be

more brief and less lethal. And thus, in many Asian and

African communities, was born the concept of intention-

ally infecting susceptible children as a means of conferring

upon them a lifelong immunity to smallpox.

The process, called inoculation, was

brought to the attention of England’s phy-

sicians in 1716. And when Boston was

threatened with smallpox in 1721, there

were those who urged inoculation as a pre

Vol. 83 No. 4 April 2000



ventive intervention. Despite much heated debate, inocu-

lation [later called variolation] was shown to save lives. In-

oculation, however, was sparingly employed except by the

upper classes; and its suppressive effect on smallpox mor-

tality, therefore, had been minimal. An occasional military

leader with vision appreciated the immense advantage of

an army invulnerable to smallpox. Washington, for example,

had many of his core battalions inoculated.

In the year 1798 a Gloucestershire physician, Edward

Jenner, noted that the relatively benign pox-infection of

horses and cows was capable of inducing, through contact,

a mild, self-limited infection in humans. And further, he

observed, persons who had endured this cowpox infection

were enduringly protected from smallpox. Jenner then in-

tentionally infected susceptibles with cowpox material thus

initiating the process now called vaccination.

When entire communities underwent vaccination,

smallpox was suppressed. But most children, particularly

from impoverished inner city families, were not vaccinated

and smallpox, therefore, continued to flourish through the

19th and early 20th Century. Creighton, the historian, ob-

served that smallpox, in England, “first left the richer classes,

then it left the villages, then the provincial towns, to centre

itself in the capital.”

The first nation to declare itself smallpox-free was

Sweden in 1895. Its public health authorities recognized,

though, that no nation could feel itself safely removed from

the threat of smallpox as long as the disease prevailed else-
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where in the world.

In 1966, after years of

bate, the World Health Orga

nization [WHO] made the

fateful decision to fund a cam-

paign to eradicate smallpox in

all nations.

The last cases of smallpox

Western Hemisphere occurred in Bolivia and in southern

Texas. By the end of 1969 North and South America were

declared to be free of smallpox. But given the immense traf-

fic in humankind between all continents, it would have been

naive to think that this freedom from smallpox could be

maintained. All of Europe was free of smallpox by 1972,

but in February of that year a Moslem cleric, native to

Kosovo, contracted smallpox while on a holy pilgrimage to

Mecca. Upon his return to the Balkans, he unknowingly

infected some 150 people in his congregation. The Yugo-

slavian government, led by Marshall Tito, undertook dra-

conian measures to halt the further spread of smallpox. To

curtail the movement of people, all forms of national trans-

portation were halted, even those of a humanitarian nature,

and the army vaccinated an estimated 18 million people in

ten days. The epidemic was aborted, sometimes at the cost

of suspending civil liberties.

The global WHO campaign to eradicate smallpox was

led by a resourceful American physician named
D.A.Henderson. He devised a strategy of enforced vaccina-

tion of all humans within a certain radius of each recent

smallpox case, thus encircling and confining each potential

source of smallpox dissemination. His small army of field

workers was trained not only in the recognition of the dis-

ease and in technics of mass vaccination but also in such

mundane skills as truck engine maintenance. These WHO
teams ventured to the most remote, inaccessible corners of

the globe. To insure that no case was overlooked, they of-

fered immense monetary rewards to those disclosing patients

with smallpox.

By 1974, only Pakistan, Bangladesh, India, Ethiopia

and Somalia still harbored cases ofactive smallpox. By 1 977,

the disease was confined to the rugged terrain of eastern

Ethiopia and the neighboring Ogadan desert lands of So-

malia. And on October 26, 1977, the last case of natural

smallpox was found and quickly isolated. He was a 27 year

old named Ali Maow Maalin. For months thereafter

Henderson’s teams searched the world but no further cases

were discovered. And for the first time in history, an infec-

tious disease had been eradicated from the globe.

Smallpox virus persists today solely in culture tubes

within guarded vaults in Atlanta, Georgia, and Novosibirsk,

Russia. Routine vaccination has ceased since 1972 leaving

the majority of the world’s population vulnerable - should

the smallpox virus ever be deliberately spread by those in-

tent on bioterrorism.

— Stanley M. Aronson, MD
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A Surgical Approach to Low Back Pain

Beverly C. Walters, MD, MSc, FRSC, FACS, and Gerhard M. Friehs, MD

Abbreviations Used:

DREZ dorsal root entry zone

MRI magnetic resonance imaging

PLL posterior longitudinal ligament

SCS spinal cord stimulation

Although every physician at

tempts to treat patients pre-

senting with either chronic or

acute back pain with non-surgical mea-

sures, some patients will fail these treat-

ments and will be sent for consultation

with a spine surgeon. The spine sur-

geon then confers with the non-surgi-

cal physician regarding the necessity

and potential benefits of surgery, and,

in partnership with the patient, a de-

cision is made. Not all patients referred

for surgical consult end up having sur-

gery.

Herniated Lumbar Disc

Most patients who present with

back pain secondary to lumbar disc

herniation will have a unilateral

radiculopathy or sciatica as part of the

presenting complaint. This is because

the annulus fibrosis of the disc is rein-

forced in the midline by the posterior

longitudinal ligament (PLL), causing

the disc to rupture out one side or an-

other where there is a deficiency of the

PLL. This, in turn, impinges upon the

exiting nerve root and causes nerve root

irritation with pain and, sometimes,

neurological deficit. These patients will

often respond well to the non-opera-

tive measures, with a resolution of the

radicular component.

Some patients do not present with

a radiculopathy, but rather with debili-

tating low back pain which radiates

only locally or not at all. These pa-

tients require investigation with mag-

netic resonance imaging (MRI) to

ascertain the presence of a surgical le-

sion when conservative measures fail

to reduce symptoms to a tolerable level.

Such investigation may reveal a large

disc herniation or a small disc hernia-

tion in a patient with congenital lum-

bar spinal stenosis.

Lumbar Spinal Senosis

Patients with degenerative disease

of the lumbar spine typically present

with a symptom complex known as

neurogenic claudication. These

symptoms consist of pain in the

buttocks and posterior thighs

upon ambulating or standing for

any period of time. The symp-

toms disappear with recumbency,

leaning forward (such as against

a shopping cart), or sitting down. Oc-

casionally, however, patients will

present with back pain alone, and a

plain radiograph will demonstrate de-

generative disease. Efforts will not be

made to investigate further, since the

classic presentation is missing and the

patient will be told that s/he will sim-

ply have to live with the pain. How-

ever, an MRI may well demonstrate

severe spinal stenosis with the expected

arthropathy and the patient may ben-

efit from surgical intervention.

A probing history must also be

taken because these patients will some-

times consider the buttock pain of neu-

rogenic claudication to be the same as

back pain, and a remediable lesion may

go untreated.

Post-Laminectomy Back Pain

After surgery for low back pain,

patients may continue to complain of

symptoms. It is important to inform

patients who present with typical neu-

rogenic claudication that laminectomy

is more effective for their buttock and

leg pain than their back pain. In this

way expectations will not be inappro-

priate for the outcome of the surgical

procedure. However, the patient

should improve following laminec-

tomy. If this is not the case, repeat MRI
should be carried out to determine

whether there is any residual mechani-

cal cause for the persistent pain. This

would include residual stenosis, devel-

opment of mechanical instability with

a spondylolisthesis, and arachnoiditis.

With residual stenosis, it is impor-

tant to understand that re-operation is

usually the only option. At surgery,

the spinal surgeon uses a combination

of observation, radiography, and pal-

pation to determine whether the de-

compressive surgery is complete. With

experience, the chance of performing

incomplete surgery is reduced, but even

in the best hands, incomplete surgery

sometimes occurs. Although re-opera-

tion is somewhat more difficult than

original surgery (and the patient should

be informed of this), repeat (and more

extensive) laminectomy may be the

best option. Most patients will under-

stand the need for further surgery and

readily agree that it is necessary, par-

ticularly if the previous surgical expe-

rience has been characterized by early

ambulation and early discharge home.

The patient who develops post-

laminectomy mechanical instability is

typically a young man with a physically

demanding occupation such as con-

struction worker or other heavy laborer,

or who is obese. This patient typically

has a good outcome following spinal

stenosis surgery initially and returns to

work. He then presents with worsen-

ing back pain with no radiation to but-

tocks or legs. A repeat MRI shows a

spondylolisthesis and the patient then

must undergo spinal fusion for

remediation of symptoms. The risk of

this complication of laminectomy de-

creases with advancing age due to the

ankylosis typically found in the elderly

in the anterior portion of the spinal

column. However, it is important to

inform patients pre-operatively that

these outcomes do occur.

The concept ofspinal cord stimu-

lation (SCS) therapy for the suppres-

sion ofpain is based on the gate control

theory developed in 1965.’ Low-

Spinal Cord Stimulation

Therapy
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threshold, large diameter nerve fiber

collaterals in the spinal cord are be-

lieved to inhibit transmission of pain

signals to the brain. The sensation of

electrical stimulation of the dorsal spi-

nal cord is usually perceived as

parasthesia in the respective der-

matomal distributions. In other words,

the constant, nagging pain is traded for

a warm, tingling sensation in the af-

fected area. The epidural electrode ar-

rays implanted today most likely

provide electrical stimulation to the

posterior columns, the dorsal horn,

dorsal root entry zone (DREZ) and

dorsal roots.
2 Therefore, the previously

used term “dorsal column stimulation”

may be somewhat misleading.

Indications

Typical indications for SCS are

listed in Figure 1. Concerning low

back pain, patients become eligible for

SCS therapy when there is no identifi-

able structural lesion on diagnostic

studies. In other words, patients who

do not have spinal instability, disc

herniations, spinal, neuroforaminal or

lateral recess stenosis that would re-

quire surgical repair, fusion or decom-

pression are generally considered

candidates for SCS. These are also

patients whose pain has been refrac-

tory to the non-surgical methods dis-

cussed previously as well as epidural

steroids or nerve blocks, behavioral or

psychological approaches to pain treat-

ment. It is advisable, and in some

states even required by some health

insurance carriers, to include a psy-

chologist or psychiatrist into the deci-

sion making process for SCS therapy,

especially to identify potential depres-

sion or other mood disorders, although

there is still debate in the literature

whether certain psychological profiles

can be used as predictors of good out-

come for SCS treatment. 3,4

Generally, patients with leg pain

respond better to spinal cord stimula-

tion therapy than patients with back

pain. 5 However, new designs of hard-

ware with up to 16 electrodes per ar-

ray and the use of multiple implanted

arrays parallel to each other has shown

promising results for excellent stimu-

lation and pain relief in the lower back

About 75% ofpatients

find significantpersistent

pain reliefwith

intrathecal continuous

opioid therapy.

and both legs.

Complications

The possible complications asso-

ciated with SCS include general surgi-

cal complications and the specific risk

of spinal cord or nerve damage. The

infection rate is comparable to the ex-

pected rate after implantation of de-

vices in other regions of the body.

Specifically, electrode migration or

dislodgment which would result in in-

effective stimulation patterns is also

possible and best avoided if the patient

is instructed to abstain from twisting

or bending until the scarring process

is completed approximately 6 weeks

after implantation. Spinal cord stimu-

lation is generally considered a low risk

procedure.

Outcomes and economic consider-

ations

A good response to spinal cord

stimulation therapy is achieved when

patients report pain relief of at least

50%. Prospective studies show that

this pain relief is achieved in 50-70%

of patients in the first two years after

implantation. 6,7 Five years after im-

plantation the positive response rate

drops slightly to below 50%. 7 Com-
pared to alternative therapies, spinal

cord stimulation was found to be cost-

effective. This is especially true when

compared to expensive surgical alter-

natives or drug therapies with lower

efficacy.

Intrathecal Morphine
Therapy

Treatment with opioids is com-

monly part of the therapy regimen for

patients with intractable pain syn-

dromes. This is also true for patients

with intractable back and leg pain.

Morphine or morphine-like medica-

tions are available as oral, intramuscu-

lar, intravenous, subcutaneous,

sublingual, nasal, and intrathecal

preparations. The intrathecal route of

administration allows for application

of the medication directly to the site

of action in the spinal cord and brain

without having to cross the blood brain

barrier. This results in a dramatic in-

crease of effectiveness, decrease of re-

quired dose (0.3 -1% of the oral or

intravenous route) and decrease in side

effects such as lethargy, somnolence, or

constipation.

When considering intrathecal

opioid therapy it is especially impor-

tant to emphasize the difference be-

tween drug tolerance, physical drug

dependence, and drug addiction. 8

Unfortunately, misinterpretation of

these terms has often led to under-

treatment of pain. With intrathecal

opioid therapy becoming widely avail-

able and accepted, the often irrational

fear of opioids and false belief that

morphine always causes addiction will

hopefully soon be eradicated.

Figure 1. Common indications for spinal cord stimulation therapy

(in alphabetical order)

arachnoiditis

cardiac angina pain

“failed back syndrome”, post laminectomy syndrome

neuralgia syndromes

peripheral neuropathy

peripheral vascular disease

phantom limb sensation (pain)

radiculopathy

reflex sympathetic dystrophy, causalgia, regional pain syndrome

spinal cord injury
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Indications

Patients who are considered ap-

propriate for SCS are generally good

candidates for intrathecal morphine

therapy. However, because of the po-

tential lifetime commitment to a medi-

cation pump, intrathecal morphine

therapy is usually reserved for patients

who have insufficient pain relief with

SCS therapy or are considered poor

candidates for it. The importance of

patient selection applies to intrathecal

drug therapy even more than for other

therapies. Contraindications to in-

trathecal morphine therapy include

active untreated depression and other

psychopathologies. 9 Again, the impor-

tance of a multidisciplinary approach

to pain treatment cannot be overem-

phasized.

Complications

Possible side effects from intrath-

ecal test injections include post spinal

tap headaches and potential injury to

nerve roots (especially in patients with

arachnoiditis). Side effects from in-

trathecal morphine include changes in

mental status, respiratory depression,

pruritus, gastrointestinal side effects

such as constipation, cardiovascular

side effects like hypotension, and rarely

observed phenomena. In our own ex-

perience, more than 90 % of well se-

lected patients will experience pain

relief from the test injections.

The surgical pump implantation

procedure carries general surgical risks

(infection, hemorrhage) as well as the

risk of complications with the catheter

(kinking, holes in the catheter, cath-

eter breaks) or pump itself (mechani-

cal or electrical failure).

Outcomes and economic consider-

ations

About 75% of patients find sig-

nificant persistent pain relief with in-

trathecal continuous opioid therapy.

Short-term and long-term pain relief

after implantation of intrathecal opioid

pumps is reported to be 50-70%. 1011

Although there is development of tol-

erance to opioids in 35% of patients

with intrathecal therapy, it is much
slower than with other delivery forms.

In one study the average intrathecal

morphine requirement found to be less

than 5 mg / 24 h after more than 3

years of intrathecal therapy.
12

The cost-effectiveness of long-

term intrathecal therapy for pain treat-

ment has been documented extensively.

It is estimated that intrathecal opioid

therapy is less expensive than compa-

rable alternative treatment if the dura-

tion of therapy exceeds 22 months. 13

Conclusion

While the majority of LBP pa-

tients do not require surgery, it is im-

portant to recognize those who do and

apply the appropriate procedure. Non-

surgical treatment is almost always at-

tempted first, and in most cases allows

surgery to be avoided. In those in

whom an adequate trial of non-surgi-

cal methods fails, surgery is considered

and the best approach is determined.

Outlined here is the application of a

systematic assessment of the patientfs

specific needs in determining the ap-

proach that is best in each case.
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A Non-Surgical Approach to Low Back Pain

L
ow back pain (LBP) has become

one of the most common, and

most difficult, medical problems,

costing $24 billion (1990) for treatment.

With the consideration of costs of dis-

ability, lost workforce productivity and

other related factors, the cost to society

rises to over $50 billion. In spite of this,

disability due to LBP has continued to

rise. It is commonly thought that 90%
of the people who develop acute LBP

recover within 3 months in spite of the

type of treatment, or lack of treatment,

they receive. However, as Waddell has

pointed out,
1

this statistic can lead to a

false sense ofsecurity because it indicates

the percentage that return to work: 1 5-

20% of these patients continue with

some degree of symptoms for at least 1

year, and 70% will have 3 or more recur-

rences over the following several years.
1

Donald R. Murphy, DC, DACAN

Those patients whose acute LBP episode

progresses to become a continuous,

longstanding problem incur the vast

majority of the cost of LBP. 2

Widespread chronic disability due

to work related back pain is a relatively

new phenomenon. As the United States

and the rest of the Western world have

become more industrialized, the rate of

back injury has increased. Yet actual dis-

ability due to back pain, i.e., the inabil-

ity of the patient to engage in normal

work and lifestyle activities, has increased

primarily since World War II.
3,4

It has been said that the passive ap-

proach to acute LBP has played a role in

the current problem of LBP disability.

Waddell 3 has stated, “Prolonged bed rest

may be the most harmful treatment ever

devised, and (is) a potent cause of iatro-

genic disability.” Yet, in spite of its dem-

Abbreviations Used:

AIB abnormal illness behavior

CNS central nervous system

LBP low back pain

onstrated inappropriateness,4 bed rest

beyond 2 days is still commonly pre-

scribed in acute LBP. Even the Ameri-

can Medical Association’s Pocket Guide

to Back Pain 5 recommends bed rest “for

a few days or a few weeks.”

Low Back Pain is a Symptom,

Not a Diagnosis

Essential to effective diagnosis and

management of LBP is the understand-

ing that LBP is the patient’s experience

of a series of events. Two patients with

pain in the same location and character,

and with similar onsets, can have com-

pletely different underlying causes ofthe

pain. Therefore, accurate diagnosis is of

the utmost importance in formulating an

effective management strategy. Unfor-

tunately, this is not easy, because, par-

ticularly in the chronic patient, multiple

factors, both somatic and psychosocial,

often contribute to the clinical picture.

The importance of diagnosis is of-

ten overlooked in LBP treatment, and

this leads to poor outcomes. In a recent

randomized controlled trial by Cherkin,

et al
6

patients were randomized into

groups receiving chiropractic manipula-

tion, McKenzie exercise or an educational

booklet about LBP. The groups were

randomized without regard for diagno-

sis, and thus without determination as

to whether the experimental treatment

was appropriate for each patient’s specific

problem. Each group fared almost

equally poorly.

Mechanisms
Much of the literature presents a

bleak picture with regard to the ability

to specifically identify those tissues that

are responsible for producing pain in

patients with LBP. 7 Nachemson, in an

oft-quoted 1983 paper,
7
stated that a

Figure 1.

Red Flags for Potentially Serious Conditions

(adapted from ref. 14)

1. On History:

Finding Suggestive of

Major trauma such as auto accident or fall from a height Fracture

Minor trauma or strenuous lifting in an older or

potentially osteoporotic patient

Fracture

Age over 50 or under 20 Tumor or infection

History of cancer Metastatic disease

Constitutional symptoms such as recent fever,

chills or unexplained weight loss

Infection or tumor

Recent bacterial infection, IV drug use, or immune
suppression, such as from steroids, transplant or HIV

Infection

Pain that has no mechanical exacerbating or remitting Infection or tumor

factors

Saddle anesthesia Cauda equina syndrome

Sudden onset of bowel and/or bladder

dysfunction

Cauda equina syndrome

Bilateral progressive neurological deficit covering

several dermatomes

Cauda equina syndrome

2. On examination

Pinpoint tenderness of the spinous process Fracture or infection

Fever Infection

Multisegmental neurologic deficit Cauda equina syndrome

Hyperreflexia with upgoing toes Myelopathy
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definitive diagnosis can be made in only

20% of patients with LBP. However,

many clinicians would disagree, particu-

larly those who use manual procedures.

And more recent research suggests that

in many patients with LBP, evaluation

procedures can allow for identification

of key components involved in the de-

velopment and perpetuation ofthe pain.
8

In the acute LBP patient, the first

objective for the initial history and ex-

amination is the detection of “red flags”

9 for more potentially serious problems

that may require immediate specialist

consultation. (Figure 1) The presence

ofone or more of these red flags may be

reason to order imaging, lab work and/

or referral.

Another objective of the initial as-

sessment is the identification of the spe-

cific tissue that is the primary pain

generator. Recent research by Bogduk8

demonstrated that, contrary to popular

belief, pain generators in many LBP pa-

tients can be identified. The tissues that

most commonly serve as the primary

pain generator appear to be the interver-

tebral disc and the facet joints, the preva-

lence of each of which has been shown

to be 40%. The prevalence of pain aris-

ing from the sacroiliac joint has been

shown to be 13%. While this group used

invasive and expensive injection tech-

niques, there is some evidence that

manual palpation may be effective at

identifying pain arising from the facet

joints
10 and sacroiliac joints.

11 The

McKenzie system ofresponse to loading

has been shown to be effective in identi-

fying discal pain.
12

If uncertainty exists

in spite of these measures, the clinician

can use more invasive procedures such

as facet injection or discography.

The prevalence ofpain arising from

muscle in LBP is more controversial, al-

though it is widely believed that

myofascial trigger points are a common
source of pain.

13
Pain referral diagrams,

knowledge ofthe typical referral patterns

that arise from specific muscles, and care-

ful palpation of these muscles help the

clinician to identify those muscles that

may be involved.
13 Radiculopathy is an

uncommon9 but important cause ofpain

in LBP syndromes that involve leg pain.

It is most often caused by herniated

nucleus pulposis and can be detected via

historical factors such as onset of pain

after flexion/rotation strain in a young

person and through examination by

looking for nerve root tension signs and

neurologic deficit. Only if uncertainly

exists after history and examination is

MRI typically necessary, unless surgery

is being considered. Figure 2 outlines

the important pain generators in LBP

and their detection.

Next, the clinician will attempt to

identify key contributing factors to the

generation of pain. These factors relate

to specific areas of dysfunction that may

be causing irritation to the tissues that

are generating pain, or that may cause

pain via hypersensitization of nocicep-

tive pathways in the central nervous sys-

tem (CNS). One factor is joint

dysfunction, defined as “loss ofjoint-play

movement that cannot be produced by

voluntary muscles.” 14
Joint dysfunction

can cause pain to arise from the joint it-

self 5
as well as cause “chain reactions”

16

ofdysfunction that can affect joints and/

or muscles in areas distal from the initial

joint. These secondary areas ofdysfunc-

tion can then become pain generators

themselves as well as contribute to the

sensitization of the CNS. In addition to

joint dysfunction, examination for the

presence of muscle dysfunction is per-

formed. 17 This can be identified through

history, inspection, palpation and length

tests. Faulty movement patterns
18

are

contraction of muscles that are carried

out in an incoordinated, inefficient man-

ner and are thought to create inordinate

stress on the locomotor system as a whole.

These can be detected through careful

analysis of the patient as s/he performs

certain stereotyped movements such as

hip extension, hip abduction and trunk

flexion.

Finally, spinal instability can be an

important factor in the development of

chronic LBR The concept of spinal in-

stability has changed in recent years. It

was previously thought to relate to liga-

mentous laxity that produced

hypermobility and lack of proper main-

tenance of stability at end ranges. How-

ever, research 19 has revealed that

intersegmental stability is more closely

related to muscular factors than ligamen-

tous. This work has shown that the con-

traction time of the intersegmental

muscles, especially the multifidi, is criti-

cal in maintaining stability in the pres-

ence ofcomon, everyday perturbations.

This stabilizing ability can be measured

clinically with relatively simple clinical

examination procedures. 20

In the subacute or chronic LBP pa-

tient, it is also important during the ini-

tial evaluation to assess for signs of

abnormal illness behavior (AIB) and other

psychosocial factors that may be contrib-

uting to the disability associated with the

pain. These factors may also lead to treat-

ment resistance and may indicate the need

for a treatment strategy that addresses the

nonorganic along with the organic aspect

of the disability. AIB is an inappropriate

response to a physical problem in which

the patient s behavior is out ofproportion

to his/her actual tissue injury.
21 The pa-

tient who exhibits AIB can be detected

by the clinician via questionnaire (Illness

Behavior Questionnaire or clinical exami-

nation (Waddells nonorganic signs).

Figure 2

Most Common Pain Generators in LBP

Pain Generator Detection

Facet joint dysfunction Motion palpation

Tissue texture changes
Tenderness

Internal disc disruption Provocation discography

Vibration

Response to loading (McKenzie)

Myofascial trigger points Pain diagram
Palpation

Radiculopathy Nerve root tension signs

Neurologic deficit
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Outcome Measurement
Assessment ofoutcomes is essential.

There are several reliable and valid meth-

ods by which the patient can be tracked

for clinical progress. Some of these are

physical measures; others are question-

naires.

The Oswestry Low Back Pain and

Disability Index 22 and the Roland-

Morris form23
are questionnaires that

address the pain experience itself or the

impact that the pain has on everyday

activities. Pain intensity is assessed us-

ing a Numerical Rating Scale,
23 an in-

strument comparable to the Visual

Analogue Scale,
24 but easier to use.

Assessment of the patients risk of

progression to chronic stages is also im-

portant. The literature reveals that most

ofthe primary risk factors for chronicity

in LBP patients are psychosocial in na-

ture, though some physical measures

have been shown to be significant.
25 Fear

that further movement will damage tis-

sues, discouragement over the disability

related to the pain, abnormal illness be-

havior, negative expectations regarding

recovery and job dissatisfaction are ex-

amples of psychosocial risk factors for

chronicity. Some physical measures have

been shown to be helpful as well, includ-

ing lumbar extensor and abdominal

muscle endurance. Figure 2 shows some

of the more important risk factors for

chronicity that have been demonstrated

in the literature.

When the patient at risk is identi-

fied, a more rapid progression to more

active, aggressive forms ofcare is applied,

to minimize or avoid this potential chro-

nicity. Those patients who are not at risk

are treated less aggressively.

Non-Surgical Treatment
The approach to non-surgical treat-

ment is directed toward dysfunction,

rather than pathology. The treatment

strategy is designed to address the clini-

cally significant physical and psychoso-

cial dysfunctions that were detected on

history and examination. As pointed out

in Acute Low Back Problems in Adults.

Clinical Practice Guidelines, from the

Agency for Health Care Policy and Re-

search,
9 the two treatment approaches

with the greatest scientific evidence in

support of their efficacy in acute LBP

Two patients with pain in

the same location and

character
; and with similar

onsetSy can have completely

different underlying causes

ofthe pain.

In chronic patients,

manipulation and exercise

are among thefew

approaches that have

evidence ofeffectiveness.

are spinal manipulation,9,26
directed at the

correction ofjoint dysfunction, and non-

steroidal anti-inflammatory drugs or an-

algesics such as acetaminophen.9,27 These

are employed in conjunction with the rec-

ommendation ofand encouragement for

early return to activity.
9 In the majority

of acute LBP patients, quick resolution

of the problem is seen without residual

problems, unless the patient has signifi-

cant risk factors for becoming chronic.

In chronic patients, manipula-

tion
28,29 and exercise

30,31
are among the

few approaches that have evidence of ef-

fectiveness. While previously it was felt

by some that manipulation was only ap-

propriate in the acute stages ofLBP, in a

recent review of the literature
32 Koes, et

al stated, “These findings even suggest

that there is more evidence in favor of

manipulation for more chronic condi-

tions than for acute conditions.” Indeed,

a trial by Meade, et al,
28 demonstrated

that patients with LBP treated by chiro-

practors showed improved outcomes

compared to patients treated in an hos-

pital outpatient facility and that the dis-

parity in outcomes favoring the

chiropractic group was most marked in

those patients whose pain was most long-

standing and whose disability was most

severe. A five-year follow up showed con-

tinued disparity between the groups, fa-

voring the chiropractic group. 33

Various exercise approaches have

demonstrated that “low-tech” spinal sta-

bilization training designed to restore

normal mechanisms of maintaining sta-

bility of the spine is more effective and

less costly than “high-tech” isokinetic

strength training
31 and standard health

club-type exercise.
34 This spinal stabili-

zation technique is a major aspect of the

approach presented here and involves the

use of physiologically complex move-

ment patterns that use a minimum of

equipment and are easily transferred to

home-based care.

It is essential in the chronic patient

to address fear avoidance behavior and

to teach pain coping strategies.
35 In pa-

tients whose disability is such that they

fail these approaches, multidisciplinary

functional restoration, involving physi-

cal training along with intensive psycho-

social and vocational intervention, is the

only approach that has been shown to

have significant success.
36

Figure 3

Risk Factors for Chronicity

Physical/ Clinical Psychosocial

Hamstring tightness Increased age

Flexion ROM Low wages
< 1 year since last occurrence Divorced/widowed, no children

High Oswestry score Less seniority

History of leg pain High Waddell Score

Prolonged sitting posture Less educated

Previous history of LBP Perception of fault

Duration of disability

Workers Comp claim

Fear-avoidance behavior

Focusing on pain

Job dissatisfaction

Poor coping strategies

Social status

Unemployed
Female gender
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Surgical treatment is reserved for

those patients who demonstrate progres-

sive neurologic deficit and/or intractable

leg pain, who fail 4-8 weeks of conser-

vative measures, and in whom a demon-

strable surgical lesion is present.
37

Whether the patient’s complaints

are acute, subacute or chronic, the pre-

vention of ongoing chronic disability is

the overriding goal. Therefore, rapid tran-

sition from more passive forms ofcare to

more active forms are instituted as

quickly as possible.

Conclusion
The approach to LBP presented

here is based on the attempt to rapidly

reduce pain, improve function, and pre-

vent chronic disability. This requires a

focused, aggressive approach to evalua-

tion and management that is designed

to identify the key factors producing pain

and the potential for disability, and

quickly address these factors for early

resolution. It often requires a team-ori-

ented, multidisciplinary approach. This

will ultimately prove to be of benefit to

patients as well as society as a whole.
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Physicians in Rhode Island

Leslie Tucker, Nisha Lodhavia and David Terreault

his report summarizes findings

from a 1999 physician survey

sponsored by the Governor’s

Advisory Council on Health. The sur-

vey instrument was designed in col-

laboration with the Rhode Island

Medical Society, the Rhode Island

Department of Health, and the Brown

University Public Health program.

Over half (52%) of Rhode Island phy-

sicians responded, with a distribution

of respondents that mirrored the state’s

distribution of physicians.

The National Context
Physician services are the second

largest component of national health

care spending. Physicians’ share of

health spending has hovered between

18% and 23% for the last three de-

cades.
1 More significantly, physicians’

clinical decisions about the type and

place of treatment, the tests to order,

and the required intensity of services,

drive almost 80% of all health care

spending.

Rhode Island Physician

Supply

As of December, 1999, there were

approximately 3,643 physicians li-

censed to practice in Rhode Island, of

whom 2,714 were active and cited

Rhode Island as their primary practice

location. Ot these, 2.424 physicians

provided direct primary and specialty

patient care at least 20 hours per week. 2

Approximately 70% of the state’s

total physician workforce is located in

the Providence area.
3 However, among

the 929 Rhode Island licensees whose

main practice location is outside the

State are physicians in neighboring

Massachusetts, Connecticut, and

popular vacation destinations such as

Florida. An increasing number ofphy-

sicians who provide remote consulta-

tion and those who work in

administrative/medical review posi-

tions for large firms also are licensed

here. For example, Rhode Island’s

complement of licensees includes a ra-

diologist who reads digitally transmit-

ted x-rays in Georgia - testimony to

the impact of new information tech-

nology and “telemedicine” on the prac-

tice of medicine.

Rhode Island ranks 6th in the na-

tion in its supply of licensed physicians

relative to the size of its population. 4

Nationally, the licensed physician to

population ratio is 276 physicians per

100,000 civilian population. In Rhode

Island the ratio is 354/100,000 civil-

Figure 1 - Nonfederal Physicians per Civilian Population, Selected Years 1975-1997
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Figure 1. National Physicians per Civilian Population, Selected Years 1975-97.

Source: American Medical Association.
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Abbreviations Used:

AMA American Medical

Association

NAMCSNational Ambulatory

Medical Care Survey

PHO Physician-Hospital

Organizations

RAPR radiologists, anesthesi-

ologists, pathologists,

and rehabilitation

specialists

ians. In comparison, Massachusetts,

which ranks second, has a physician to

population ratio of 434 physicians per

100,000 civilians. Connecticut, which

ranks 5th, has a ratio of 380/100,0007

As shown in Figure 1, the supply of

physicians is increasing faster than the

population overall, both nationally and

in Rhode Island. [The comparative

chart tracks licensed physicians in

Rhode Island and nationally. That

cohort includes retired and semi-re-

tired physicians.]

Although physician-to-populadon

ratios may suggest physician availabil-

ity or shortage, they do not constitute

a solid measure of the quantity or qual-

ity of health care received by the pub-

lic. For example, Rhode Island’s much

higher than average physician-to-popu-

lation ratio may be due to this state’s

larger proportion of small, indepen-

dent practices, hospital-based sub-spe-

cialists (especially internal medicine

physicians) and academic/ partial FTE-

patient care physicians.

Rhode Island maintains a higher

proportion (21%) of internal medicine

physicians than the national average

(15%). Rhode Island also has a slightly

higher proportion ofpediatricians, psy-

chiatrists, and emergency room physi-

cians than the rest of the United States.

On the other hand, Rhode Island has

a lower percentage of family physicians

and general surgeons. 6 (Figure 2)



Figure 2 - Percentage of Physicians by Specialty, Rhode Island and U.S

Figure 2. Percentage of Physicians by Specialty, Rhode Island and US, 1998

Source: American Medical Association, Physician Characteristics and Distribution in the U.S.,

1999; and DOH Medical Licensure Database, 1999

Primary Care
The primary care specialities in-

clude Family Practice/General Practice,

General Internal Medicine, and Gen-

eral Pediatrics. As of December 1999,

there were 1226 physicians in these

specialties actively practicing in Rhode

Island.
7 These physicians represent

51% of all Rhode Island physicians

active in patient care, and equate to 1

primary care physician for every 814

people. However, large proportions of

both internists and pediatricians actu-

ally are in subspecialty practice.

Counting only those internists and

pediatricians who have no secondary

specialty reduces the number of pri-

mary care internists by nearly half

(from 727 to 335) and the number of

primary care pediatricians by over a

third (from 255 to 166). The com-

bined total primary care physician sup-

ply then drops to 704, or 30% of all

actively practicing physicians. The re-

sulting ratio ofprimary care physicians

to population changes to 1:1418. This

ratio is still slightly higher than the

population-based requirement estimate

derived from physician workforce plan-

ning models.

In addition to the primary care

specialties, obstetricians/gynecologists

may serve as primary care physicians

for their patients. In 1999, 140 ob/

gyns were actively practicing in Rhode

Island; 124 of them were not certified

in a subspecialty field.

Finally, subspecialty physicians

contribute to primary care capacity. In

the most recent National Ambulatory

Medical Care Survey, 8 physicians in

surgical and non-surgical specialties

reported that for approximately 20%
of all office visits, they considered

themselves the patient’s primary care

physicians.

From 1997 to 1999, the number

of actively practicing PCPs in Rhode

Island increased by a net 61 physicians

(31 FP/GP; 12 IM; 18 PEDs). The

state gained a net of 5 ob/gyns.

Practice Size and Organiza-
tion

More than a quarter (27%) of RI

physicians reported being in solo prac-

tice. Flalf (52.4%) practiced in groups

of 4 or fewer; 10% in a 2-physician

practice, and 9% in a 3-physician prac-

tice. Three quarters (76.9%) of all RI

physicians practiced in groups of 10 or

fewer. Just 15% reported practicing in

groups larger than 20.

Older physicians are more likely to

persist in solo practice, with nearly half

those age 55 and over practicing in such

settings. However, as these physicians

retire from the workforce, they are be-

ing replaced by younger doctors who

prefer a less entrepreneurial, more pre-

dictable and collectivized practice envi-

ronment.

Compared to the rest of the nation,

Rhode Island physicians have been slow

to organize into practice arrangements

that have real market leverage.

As of December, 1999, nearly half

of all RI physicians (46.9%) belonged

to Independent Practice Associations

(IPAs), and 70% belonged to Physi-

cian-Hospital Organizations.

However, despite the growing

membership in these collectivized ar-

rangements, physicians do not appear

to attach great importance to them for

purposes of strengthening their prac-

tices. Nearly two thirds of all physicians

believe that membership in an IPA is

not important to maintaining their

panel ofpatients (63%); recruiting new

patients (68% ;
protecting their fees

(55%) or negotiating better fees (54%)

(Figures 3, 4).

Surgeons and psychiatrists ap-

peared to place the least value on IPA

membership. Slightly more than half

Figure 3 - Is Membership in an IPA Important for Recruiting New Patients?

Primary Care IMsub & OB/GYN Surgery Psychiatry RAPR
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Figure 3. Is Membership in an IPA Important for Recruiting New Patients?

Source: 1999 Physician Survey
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Figure 4 - Is Membership in an IPA Important for Protecting Fees?
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Figure 4. Is Membership in an IPA Important for Protecting Fees?

Source: 1999 Physician Survey

ofprimary care physicians believed that

membership in an IPA was somewhat

or very important to protecting fees or

negotiating better rates. Whether these

results suggest that physicians had

other reasons for joining IPA organi-

zations or that the organizations failed

to achieve hoped-for gains for physi-

cians is not clear.

Physician valuation of member-

ship in Physician-Hospital Organiza-

tions (PHOs) followed a similar

pattern. A substantial majority of phy-

sicians reported membership in one or

more PHOs; but more than 2/3 (68%)

believed that membership in a PHO
was unimportant to maintaining their

patient base; 72% believed it unim-

portant to recruiting new patients, and

62% believed it unimportant to pro-

tecting or negotiating better fees.

Patient Load
A physician’s number of patients

can fluctuate according to several fac-

tors. Higher rates of insurance cover-

age generally correspond to higher

numbers ofphysician visits, while lim-

ited coverage corresponds to fewer vis-

its. Changes in the rate of hospital

inpatient and outpatient utilization

can shift patient care visits among dif-

ferent specialties. Changes in the sup-

ply of or referral patterns to physicians

within a particular specialty could in-

crease or decrease local competition for

patients within that specialty.

Physicians were surveyed regarding

changes in their patient volume over the

past two years: 61% ofRJ physician said

that their patient volume increased;

12% said it decreased, and 27% per-

ceived no change. (Figure 5)

By specialty, hospital-based- RAPR
physicians (radiologists, anesthesiolo-

gists, pathologists, and rehabilitation

specialists) were most likely to report

increases in patient volume (70%).

Surgeons (16.5%) and psychiatrists

(16.3%) were the specialists most

likely to report decreases in patient

volume.

Physicians were also asked their

perceptions of the level of same-spe-

cialty competition for patients in their

local communities. Surgeons were sig-

nificantly more likely to report high

levels of competition (52%); psychia-

trists were least likely to do so ( 1 1 .7%)

.

Employment
Rhode Island physicians were

more likely than their national col-

leagues to be independent contractors

or salaried practice employees rather

than practice owners. Fewer than half

(45%) of Rhode Island physicians re-

ported an ownership interest in their

practice, compared to 62% nationally.

Fifty-four percent ofRhode Island phy-

sicians were practice employees, com-

pared to 36% nationally. Nine percent

of Rhode Island physicians, compared

to 2% nationally, were self-described

independent contractors.

An increasing number of physi-

cians were seeking the defined work

schedules and relative freedom from

practice administration and overhead

expense-sharing offered by salaried,

employed positions. In particular,

young physicians and those newly en-

tering practice or new markets sought

the security of these positions from

which to build a practice base.

In addition to group practices, a

number of Rhode Island physicians

held salaried positions in hospitals,

universities, and government health

programs.

Reimbursement
Overall, the largest portion of

Rhode Island physician revenue (51%)

came from private insurance. Medi-

care and Medicaid represented 22%
and 18% of revenue, respectively. Pa-

tient out-of-pocket spending and other

sources accounted for 13%. 9 These are

“average” figures; the actual distribution

Figure 5 - Has Your Patient Load Changed in the Last Two Years? (All Physicians)
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Figure 5. Has Your Patient Load Changed in the Last 2 Years?

Source: 1999 Physician Survey
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Figure 6 - What Were You Reimbursed per Visit (99203) by These Plans?
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Figure 6. reimbursement for office visit code (99203)

Source: 1 999 Physician Survey

of physician revenue sources varies by

physician specialty. For exmaple, pe-

diatric practices have a smaller share

of Medicare revenue and a greater

share of Medicaid revenue than the

average practice.

National surveys of physician

practices indicate that the New En-

gland region, and Massachusetts in

particular, rank just behind New York

and California for the highest office

visit fees in the nation. Medicare fee

schedule payments for physician ser-

vices are 4% to 7% lower per service

in Rhode Island than in Massachusetts.

Physician reimbursement under com-

mercial and Medicare risk contracts for

the most common adult medicine vis-

its/procedures varies between Rhode

Island, Massachusetts, and Connecti-

cut with no evident pattern.

Almost all physicians (98%) par-

ticipate in some form of managed care

- most in Preferred Provider Organi-

zations (PPOs) or other arrangements

in which compensation is based on re-

duced fee-for-service reimbursement

rather than on shared financial risk for

services delivered to the managed care

population. However, this is beginning

to change, as a number of RI physi-

cians reported participating in risk-

sharing arrangements under Medicare

managed care plans. On average, of

those physicians (20%) who had a por-

tion of their income at risk, the major-

ity reported that they had between 1%

to 25% on the line.

Physician reimbursement for vis-

its and procedures varied tremendously

by specialty and by payor. Medicare

and Medicaid fee-for service payments

rates are determined by the federal and

state government, respectively; private

payer rates and Medicare and Medic-

aid managed care rates are set by health

plans. Some plans make global capi-

tation payments to physicians to man-

age virtually all costs of an individual

enrollee’s care, including hospital and

prescription drug use. [For example,

BlueCHIP has recently completed glo-

bal capitation contracts with physicians

in the state’s two largest IPAs to man-

aged Medicare Managed Care enroll-

ees.]

Physicians were asked their level

of reimbursement for a common of-

fice visit code (99203). For their high-

est volume plans, physicians reported

that the man commercial health plan

payment was higher than the mean

Medicare or Rite Care payment

amount for that code. Within each of

these payer categories, primary care

physicians reported mean payment

amounts roughly 10% lower than

other specialties. (Figure 6)

Half of physicians reported an in-

crease of the past two years in the num-

ber of patients who did not pay their

bills (a combination of uninsured pa-

tients who did not pay, and insured

patients who did not pay their co-pay-

ment or deductible). About 2% re-

ported a decrease, with primary care

physicians most likely to do so (7%).

Slightly more than 40% of physicians

perceived no change in the number of

patients for whom they provided char-

ity care.
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Images inMedicine
OS' Bone Metastases

Hussam Hamdalla, MD, and Robert J. Fram, MD

A60 year-old man presented with 80 pound weight loss

md pain in the right knee and back. Evaluation re-

vealed widely metastatic small cell carcinoma of the lung.

Although the bone scan demonstrated metastases to both

humeri and femurs, it did not show disease in the spine

(Figure 1). MRI of the spine (Figures 2 and 3) revealed

diffuse metastases to multiple vertebra, epidural metastases

Abbreviations Used:

MRI magnetic resonance imaging

at D9, L3-3, and a right paravertebral mass at L3-4. In-

creased uptake on bone scans is affected by osteoblastic ac-

tivity. False negative bone scans may occur when there is

purely lytic disease as is common in multiple myeloma

as well as in the presence of significant bony destruc-

tion and rapidly growing lesions.
1
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Figures 2 and 3.

CUMBERLAND, RHODE ISLAND

Stately all brick Georgian Colonial home on a most

private 2.2 acre-lot. Mature landscaping. 4 bedrooms,

2 staircases, 2 full baths, 3 fireplaces, solarium with

cathedral ceiling, gourmet kitchen, three ovens,

gas/electric cook top all granite countertops, wet

bar, architectural woodwork and moldings, hardwood

floors, central air, intercom and security systems.

Walk-up finished attic, finished basement. Detached

3-car garage with workshop. In ground 20x40 pool,

pool house, gazebo. Storage shed.

Price: $575,000.00

For more information, call Melanie at 401-658-0773.
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DEARS can help!

DEARS> Diabetes Education,

Assessment, Referral & Screening

Mfelps you meet ADA guidelines

of care

>Free to you and your patients

You bill Medicare for office visits

Interactive program for 10-12

patients teaches them to self-

manage their care

DEARS is funded by a grant from the Centers for

Disease Control and Prevention and is presented

by the Rhode Island Dept, of Health and Rhode

Island Quality Partners, Inc. For more informa-

tion call Nancy Hughes, RN at (401) 222-1394,

ext. 150

DEARS
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The Creative Clinician:

Case of the Month
"The practice ofmedicine is an art, not a trade; a calling, not a business ...” - William Osler, Aequanimitas

Editor: Anthony Mega, MD; Co-editor: FredJ. Schijjman, MD

^ Spinal Surgery for Severe Scoliosis in "Sd

Parkinsons Disease
Roxvena Emilia J. Tabamo, MD, Hubert H. Fernandez, MD, Joseph H. Friedman, MD, Phillip R. Lucas, MD

The incidence of scoliosis in Parkinsons Disease (PD)

patients is higher than in the geriatric population 1 and

may be severe. Treatment modalities for idiopathic scolio-

sis include physiotherapy, orthotic management, electrical

stimulation techniques and surgery. 2 Anti-PD medications

are often not helpful. A definitive management for scolio-

sis in PD patients has not been reported.

We describe, what we believe, is the first case report of

kyphoscoliosis aggravated by PD with significant improve-

ment after surgery.

Case Report
A 73 year old woman with a history of scoliosis in her

twenties presented with a resting tremor of the left hand at

age 62. She was diagnosed with PD with an initial im-

Figure A. Anteroposterior view of the thoracolumbar spine prior to

spinal surgery showing a Cobb angle of 45 degrees from T5-L4.

provement on

levodopa. Four

years later, she devel-

oped gradual wors-

ening of her

kyphoscoliosis causing her to lean forward and to the right,

resulting in postural instability and subsequently required a

walker for ambulation despite adjustments of her anti-PD

medications. Six years later, she had poor balance control

even while sitting and had difficulty standing or walking

unassisted (UPDRS motor score of 52; IToehn and Yahr

stage 4). Her kyphoscoliosis progressed so that her right

breast touched her thighs. Baseline radiographs were ob-

tained. (Figure A). Due to her increasing disability and dis-

comfort, she underwent a two-step surgical spine

procedure—an anterior decompression and fusion (anterior

spinal release and discectomy with interbody fusion using

rib graft and Harms cages) and posterior instrumentation

and fusion with placement of Isola rods. Anti-PD medica-

tions then were: carbidopa/levodopa 25/100 mg every 2 to

2.5 hours, pramipexole, 0.5 mg three times per day and

amantadine 100 mg twice a day.

Five months after surgery, her balance, posture and gait

had significantly improved with lesser dependence on the

walker and greater mobility with bending. However, in a

follow up telephone interview thirteen months later, she re-

lated a slight tendency to list towards the right again. Her

current medications include ropinirole 4mg three times per

day and carbidopa/levodopa 25/100 mg tablet five times

per day.

Discussion

Disturbance in central and peripheral postural control

mechanisms has been implicated in idiopathic scoliosis.
3 The

dopaminergic system defect seen in PD may contribute to

the postural dysfunction aggravating scoliosis.
4

It has been

suggested that a significant correlation exists between the

spine deviation and the laterality of Parkinsonian manifes-

tations,
1,5 although we have seen patients with relatively sym-

metric disease who developed severe kyphoscoliosis after

onset of PD.

Abbreviations Used:

PD Parkinson’s Disease

UPDRS Unified Parkinson’s

Disease Rating Scale
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Figure B. Anteroposterior view after spinal instrumentation using

Isola rods showing improvement of scoliosis with a Cobb angle of

15 degrees.

Spinal surgery has not been described as a treatment for

scoliosis in PD patients. Since postural dyscontrol mechanisms

persist in PD, the natural history of scoliosis remains unclear.

Moreover, the asymmetric paraspinal muscle tensions from

PD causing or aggravating scoliosis may eventually cause sur-

gical repair to be ineffective. Nonetheless, this patient who

had significant disability from her kyphoscoliosis and PD
showed marked improvement after spinal surgery. (Figure B).

Her Cobb angle from T5 to L4 corrected from 45 to 15 de-

grees. Her decompensation improved from 16 centimeters

off center to 4 centimeters. Her kyphosis angle of 90 degrees

improved to 45 degrees (normal). Although the overall long-

term efficacy of spinal surgery is unknown, it is a serious con-

sideration for patients who have significant disability from

scoliosis aggravated by PD and should be studied.
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A Resource for the Primary Care Physician

I
n previous columns I mentioned that

Rhode Island Quality Partners

(RIQP) will be concentrating its efforts

in the outpatient arena, focusing on

diabetes, adult immunizations and

breast cancer screening. It is clear in

the literature that improved perfor-

mance in each of these areas leads to

better patient outcomes. While we are

doing well with some of the interven-

tions in the three focus areas, there is

still considerable room for improve-

ment. I would like to share RIQP’s

approach to each of these areas now
that we have a more clearly defined

plan.

Diabetes

Diabetes is an important focus for

two reasons - its impact on the lives of

Medicare beneficiaries and its costs to

the healthcare system. RIQP’s charge

is to improve patient care as it relates

to three specific indicators: measure-

ment of hemoglobin Ai c , dilated fim-

doscopic exams, and measurement of

a lipid profile. Records for each are

available from administrative data

sources (i.e. billing records), thus do

not require chart abstraction.

There is strong evidence that bet-

ter glucose control and surveillance for

end organ complications improve out-

comes, and the body of evidence is

growing. The Diabetes Control and

Complications Trial (DCCT) 1 and the

United Kingdom Prospective Diabetes

Study (UKPDS) 2 both demonstrated

a strong correlation between glucose

control and microvascular disease. The

most interesting fact to come out of

the UKPDS is that for every 1% re-

Abbreviations Used:

DCCT Diabetes Control and

Complications Trial

DEARS Diabetes Education,

Assessment, Referral and

Screening

NCEP National Cholesterol Education

Program

PRO Peer Review Organization

RIQP Rhode Island Quality Partners

UKDPS United Kingdom Prospective

Diabetes Study

Raymond B. Maxim, MD

duction in hemoglobin Ai c , there

is a 35% reduction in risk for mi-

crovascular complications. 3 De-

spite advances in diabetes

treatment, it still remains the

number one cause ofblindness in

adults.
4 When appropriate,

screening and photocoagulation

can reduce the frequency and se-

verity ofdebilitating vision loss in

diabetic patients.

Diabetic patients also have

a two-to-four increased risk of

cardiovascular disease, warrant-

ing aggressive treatment of cardiovas-

cular risk factors. This includes

measuring lipids and treating

dyslipidemias following the guidelines

suggested by the National Cholesterol

Education Program (NCEP). 5,6

For the past two years, RIQP has

been providing Rhode Island’s physi-

cians with individualized data for

benchmarking. In the next several

weeks, we will send you personalized

data on the diabetes indicators. Dia-

betic patients will be identified by

ICD-9 codes and by the number of

visits to your office. You will be cred-

ited for any services a patient receives,

even if it is from another provider. This

is particularly important with dilated

eye exams. As always, this data is for

personal benchmarking only and will

not be shared with anyone.

You may remember hearing or

reading about the DEARS program in

previous RIQP columns. 7,8 The Dia-

betes Education, Assessment, Referral

and Screening (DEARS) program con-

sists of a traveling, multidisciplinary

team which provides all the laboratory

work and counseling needed for good

diabetes care. The program is arranged

at your office, or at a convenient loca-

tion. My personal experience with

DEARS has been terrific. Please let us

know if you are interested in this ex-

ceptional program.

The PRO community has learned

that in order for our interventions to

be successful, they must engage the

Medicare beneficiaries. Consequently,

you may be receiving requests from

your patients to sign our preventive

health checklist, which includes recom-

mended cardiovascular, diabetic and

cancer screening exams. The checklist

was widely publicized in several promi-

nent beneficiary publications during

the past few months. Other beneficiary

interventions we are planning include

directed reminders for screening tests,

along with a media campaign designed

to raise general awareness of preven-

tive screening exams.

Mammography
Mammography screening remains

an important focus for RIQP. Overall,
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there is an improvement in the delivery of this Medicare

covered benefit to Rhode Island women. However, less than

half of all of the state’s Medicare-enrolled women receive

this potentially life-saving service annually. We are work-

ing closely with the American Cancer Society, the Rhode

Island Breast Cancer Coalition, the Rhode Island Com-

mission on Women, the Rhode Island Department of

Health and others within the breast cancer community to

get across the message that early detection and treatment

provide women with the best opportunity to survive breast

cancer. Our activities with these groups are particularly re-

warding because of the degree of dedication and hard work

they put into these efforts. One of the projects we are in-

volved in with them will provide trained volunteers to speak

about mammography at local libraries. We will also be

working with church groups to encourage their members

to have mammograms.

You should have received your personalized rates for

mammography by now. Benchmarking will be a large part

of our campaign this year. It is important to remember that

you are the single, most important determining factor in

whether or not your patients get a mammogram. If you

tell your patients to get a mammogram, they will. If a

woman declines, you must continue to remind her of the

importance of having a mammogram each time she comes

to see you. Like other behavior change, getting her to over-

come her fear or misconceptions is a process which takes

patience and persistence. While not every woman will

change her mind, the effort is worth it for those who do.

Immunization
Each year state performance in adult immunization

improves. Last flu season was no exception, thanks in part

to the Ocean State Adult Immunization Coalition’s suc-

cessful campaign. While the bulging emergency depart-

ments, overcrowded wards, and frantic phone calls from

patients with flu-like illness during the just-completed sea-

son are still fresh in your mind, please remember to immu-

nize your adult patients with pnuemococcal and influenza

vaccines. Many of the admissions and deaths of this past

season may have been avoided had people been properly

immunized.

An adult immunization record is just as important as

a childhood record. There are several versions available

through RIQP, which we would be happy to provide. We
also have preventive health records which include immu-

nizations that are available for your patients to keep with

them. This may be very helpful for the “snowbirds” who
receive out-of-state care during the winter months. Mean-

while, data that will provide individual rates of immuniza-

tion are currently being compiled and will be sent to you

before the start of the next flu season.

Academic Detailing

Taking a page out of the pharmaceutical companies’

playbook, academic detailing has become a new phrase in

the quality improvement lexicon. But it is not the academic

detailing with which you are familiar, when a company rep-

resentative tries to detail you on their newest drug. Instead,

RIQP staff members will be visiting physicians to “sell” the

preventive measures discussed above. Because physicians

agree on the need for preventive medicine, especially ser-

vices which have a good evidence base, I think very little

actual selling will need to take place. The goal and chal-

lenge are to find ways to integrate these measures into al-

ready busy practices and to share methods we know are

successful, keeping in mind that each office is different in

scope of practice and culture. What works well in one of-

fice may not work at all in another. We are cognizant of

your need to work within your practice and not change the

practice to fit some ideal.

Finally, I want to mention TAKE CARE Rhode Island,

a coalition of the major stakeholders in Rhode Island

healthcare. The coalition was announced at a press confer-

ence in February. It enjoys the support of state govern-

ment, the health plans, hospitals, professional associations

and community groups. The goal is to provide a single,

unified message about essential aspects of care. Initially, the

coalition’s focus will be on hospital care. Some examples of

the inpatient processes of care are beta-blocker and aspirin

use following myocardial infarction and the use of ACE
inhibitors in congestive heart failure. Because hospitaliza-

tion is a short portion of a patient’s lifetime, the progres-

sion to include outpatient processes of care is a natural one

for the coalition. I expect TAKE CARE Rhode Island to be

a big part of RIQP’s effort to improve the quality of care in

Rhode Island.

Please contact us if you have any questions or com-

ments about anything discussed in this article, or if you

would like to share any solutions to quality problems. Your

feedback is always appreciated.

Raymond B. Maxim, MD, is Associate Clinical Coordi-

nator, RIQP; Clinical Instructor, Brown University School of

Medicine; and staffphysician, Roger Williams Medical Cen-

ter.
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jzAdvances in Pharmacology

The Thiazolidinediones or “Glitazones”

A Treatment Option for Type 2 Diabetes Mellitus

Type 2 diabetes mellitus is a chronic illness that results

from defects in both insulin secretion and insulin ac-

tion. The successful management of type 2 diabetes relies

on following the American Diabetes Association (ADA) rec-

ommendations on diet and exercise most recently updated

in January 2000. 1 When diet and exercise do not achieve

the desired glycemic control, drug therapy is required. Oral

agents traditionally had been limited to sulfonylureas, which

increase insulin secretion from the pancreas. More recently,

metformin was introduced. It acts by increasing peripheral

insulin sensitivity and suppressing endogenous glucose out-

put. The thiazolidinediones or “glitazones” are a new class

ofdrugs available to treat type 2 diabetes. Thiazolidinediones

decrease insulin resistance and are only effective in the pres-

ence of insulin. Metformin and the glitazones have an ad-

vantage over the sulfonlyureas in that they do not cause

hypoglycemia. The thiazolidinediones are selective agonists

for the nuclear peroxisome proliferator-activated receptors

(PPARs). These receptors are found in key sites for insulin

activity including adipose tissue, skeletal muscle, and the liver

and are involved in the control of glucose production, trans-

port and utilization. Currently, three thiazolidinediones are

available. (Table 1)

Troglitazone (Rezulin®)

Troglitazone, the first agent in this class, was introduced

in January 1997 as monotherapy or combination therapy

Rezulin® was taken off the market on March 21 , 2000.

The risk of liver toxicity is too high compared to other

agents in its class. The FDA has received reports of

60 deaths linked to troglitazone
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Abbreviations Used:

ADA American Diabetes Association

ALT alanine amino transferase

FPG fasting plasma glucose

PPAR peroxisome proliferator-

activated receptor

for the treatment of type 2 diabetes. In clinical trials

troglitazone reduced HbAi c when used in combination with

either insulin or sulfonylureas. In one 6 month, double blind,

placebo-controlled study in insulin treated patients with type

2 diabetes at baseline patients were receiving a mean dose of

73 units of insulin daily and had a mean HbAi c of 9.42%.

In total, 350 patients were randomized to receive 200mg or

600mg troglitazone per day or placebo. At the end of the

study patients in the 200mg and 600mg troglitazone groups

had a 0.7% and 1.3% reduction in HbA
lc
and 36mg/dl and

50mg/dl reductions in fasting plasma glucose (FPG), respec-

tively. In addition the insulin dose was reduced by 1 1% in

the 200mg trogliatzone group and 29% in the 600mg

troglitazone group compared to a 1% increase in the placebo

group. 2 Troglitazone has also been reported to have a syner-

gistic effect when used concomitantly with a sulfonylurea. In

a 52 week, double blind, placebo controlled study in 522

patients with type 2 diabetes who had not achieved glycemic

control on maximal dose sulfonylurea, the combination of

troglitazone and micronized glyburide reduced FPG and

HbA] c more than either agent alone.3

Troglitazone may induce drug metabolism by CYP3A4,

one of the major isoenzymes of the cytochrome P-450 (CYP-
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450) system. These enzymes exist predominantly in the liver;

awareness of these isoenzymes and their substrates and in-

ducers aid in the prediction of drug interactions.
4 Consider

this when prescribing troglitazone with CYP substrates such

as dihydropyridine calcium channel blockers, cisapride, cor-

ticosteroids, cyclosporine, and statins.

Plasma volume increased by 6% - 8%
in many patients taking troglitazone so

that caution must be taken in patients sub-

ject to congestive heart failure. Although

serum cholesterol increased slightly dur-

ing troglitazone therapy, the ratio ofLDL
to HDL generally remained constant. 5

Post marketing, concern was raised due

to reports of liver failure. According to

the FDA by June 1999, 43 patients had

developed liver failure after initiating

troglitazone therapy. Troglitazone was the

likely cause in 38 of those cases although

in the controlled trials liver toxicity was not significant.

Twenty-eight of these patients have died, seven survived fol-

lowing liver transplant, five survived without transplant and

the outcome in three cases is undetermined. 6 On June 16,

1 999 the monotherapy indication was withdrawn by the FDA
due to the risk of liver failure.

8 Currently, troglitazone is

approved for combination therapy with a sulfonlyurea,

metformin, or insulin for patients with type 2 diabetes not

adequately controlled by these drugs alone. Patients on

troglitazone therapy should have LFTs prior to initiating

therapy, monthly for the first year, and quarterly thereafter.

Troglitazone should be avoided in patients with a history of

rosiglitazone is associated with weight gain, approximately

6.6 - 9.9 pounds in clinical trials and also with mild edema.

Rosiglitazone also increased LDL and HDL cholesterol by

12% and 1 8% respectively, but the LDL/ FIDL ratio remained

the same. Adverse reactions were mild to moderate in sever-

ity and usually did not require discontinuation of treatment.

Unlike troglitazone current evidence

from clinical trials suggests that

rosiglitazone is not associated with liver

toxicity. Elevations in ALT greater than

three times the upper limit ofnormal oc-

curred in 0.2% of both the rosiglitazone

and placebo groups and 0.5% ofpatients

treated with active comparators, includ-

ing metformin and sulfonylureas. Due

to the problems associated with

troglitazone and the lack of substantial

post marketing data, monitoring liver

function tests is recommended for pa-

tients on rosiglitazone therapy. The recommendation is to

obtain LFTs prior to initiating therapy, every two months for

the first year, and periodically thereafter. This precaution

may be well founded. Recently two cases of severe hepatocel-

lular injury have been associated with rosigiltazone therapy. 8,9

In both instances the patient had received rosigiltazone therapy

for less than one month and the liver injury appeared idio-

syncratic. Bot-h patients recovered fully following the dis-

continuation of rosiglitazone.

PlOGLITAZONE (ACTOS™)
Pioglitazone is the newest thiazolidinedione, marketed

The glitazones offer a

promising alternative to

patients not currently

able to achieve target

gylcemic control with

current therapy.

alcohol abuse or liver disease.

Rosiglitazone

(Avandia®)

Rosiglitazone, the second

thiazolidinedione marketed in

the US, was approved by the

FDA on May 25, 1999, for

the treatment of type 2 diabe-

tes either alone or in combi-

nation with metformin. In

clinical trials involving more

than 4,600 people with type 2

diabetes rosiglitazone lowered

blood glucose without signifi-

cant side effects. Compared

to placebo, rosiglitazone re-

duced mean fasting plasma

glucose (FPG) by 31 - 76mg

/

dl and HbAi c by 0.8 - 1.5%.

In combination with

metformin, rosiglitazone re-

duced FPG by 40 - 56mg/dl

and HbAi c by 0.8 - 1.2%

compared to metformin

alone. 9 Like troglitazone,

Table 1

Troglitazone Rosiglitazone Pioglitazone

Indication Treatment of type 2 diabetes in

combination with a sulfonylurea

or metformin for patients not

adequately controlled on those

drugs alone.

Treatment of type 2
diabetes either alone or in

combination with

metformin.

Treatment oftype 2 diabetes

either alone or in

combination with metformin,

insulin, or sulfonylureas.

Dosing 200mg - 600mg QD with a

meal
No dosage adjustment

required in the elderly

4mg - 8mg QD or divided

in 2 doses
No dosage adjustment

required in the elderly

alone: 30mg - 45mg QD
combin: 15mg - 30mg QD
No dosage adjustment

required In the elderly

Adverse effects Weight gain 5.8 - 13. libs,

edema, and possible increase

in ALT.

Weight gain 6.6 - 9.9lbs,

edema, upper respiratory

tract infection, and
headache.

Weight gain, edema,
respiratory tract infection,

headache, sinusitis, sore

throat and muscle pain.

Monitoring LFTs prior to therapy start;

every month for the 1
** year

then quarterly.

LFTs prior to therapy start;

every 2 months for the 1
^

year then periodically.

LFTs prior to therapy start;

every 2 months for the 1
st

year then periodically.

Drug Cholestyramine \ absorption Does not inhibit any of the CYP450 3A4 is partially

Interactions of troglitazone by 70%
i efficacy of oral

contraceptives ethinyl estradiol

& norethindrone

concentrations J 30%
Induces CYP450 3A4

CYP450 enzymes at

clinically relevant

concentrations.

responsible for the

metabolism of pioglitazone

no PK drug interaction

studies have been
conducted with other drugs

metabolized by this enzyme.

Lipid effects f LDL up to 13%

f HDL up to 16%

| triglycerides up to 26%
f in total cholesterol up to 5%
No change in LDL/HDL ratio

f LDL up to 12%

f HDL up to 18%
variable effect on
triglycerides

f in total cholesterol

No long term change in

LDL/HDL ratio

No change in LDL

f HDL up to 13%
no change in total

cholesterol

1 triglycerides up to 28%

Availability 200mg, 300mg, 400mg tablets 2mg, 4mg, 8mg tablets 15mg, 30mg, 45mg tablet

Cost (AWP) per 200mg - 600mg QD 4mg - 8mg QD 15mg -45mg QD
30 days $89 -$179 $75 -$137 $86 - 149

Self pay patient 600mg per day (2 x 300mg) 8mg per day 45mg per day
cost per 30 days $199.97 $146.51 $166.31
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on July 16, 1999, as monotherapy or combination therapy

with metformin, insulin, or sulfonylureas for treatment of type

2 diabetes. Pioglitazone was effective at reducing FPG and

HbAlC in clinical trials. In three randomized, double blind,

placebo controlled studies of patients with type 2 diabetes,

pioglitazone reduced HbAi c by 1.0 - 1.6% and mean FPG
by 39 - 65mg/dl compared to placebo. 10 Three 16 week,

randomized, double-blind, placebo controlled studies were

conducted to evaluate pioglitazone in patients with type 2

diabetes who were inadequately controlled despite treatment

with a sufonylurea, metformin, or insulin. Compared with

placebo, the addition of pioglitazone to a sulfonylurea re-

duced the mean HbA
|(

by 0.9% and 1.3% and FPG by

39mg/dl and 58mg/dl for the 15mg and 30mg doses, re-

spectively. In combination with metformin, the pioglitazone

group had reductions ofHbAi c and FPG of0.8% and 38mg

/

dl respectively compared to placebo. In combination with

insulin, 1 5mg pioglitazone reduced HbAi c and FPG by 0.7%

and 35mg/dl respectively. The 30mg dose reduced FIbA
lc

and FPG by 1 .0% and 49mg/dl respectively. Pioglitazone is

partially metabolized by the cytochrome P450 system

isoforms CYP2C8 and CYP3A4. In vivo human studies

have not been conducted to investigate any induction of

CYP3A4 by pioglitazone. In vitro, ketoconazole inhibited

up to 85% of hepatic metabolism of pioglitazone.
11 Al-

though no formal interaction studies are avialable, due to

pioglitazoneJs metabolism in part by CYP3A4, caution is

advised when prescribing substrates and /or inducers of the

CYP450 system.

Overall pioglitazone was well tolerated in clinical trials

involving over 3,700 people with diabetes. Like the other

agents in this class pioglitazone affects lipids, the overall ef-

fect on the lipid profile is favorable. In clinical trials, triglyc-

erides were reduced 5% - 26%, HDL increased 6% - 13%,

and LDL level and total cholesterol remained the same.

Current evidence from clinical trials suggests that pioglitazone

is not associated with liver toxicity. Due to the problems as-

sociated with its predecessor troglitazone and the lack ofsub-

stantial post marketing data, monitoring liver function is

recommended. Patients receiving pioglitazone therapy should

have LFTs obtained prior to initiating therapy, every two

months for the first year, and periodically thereafter.

Summary
The glitazones offer a promising alternative to patients

not currently able to achieve target gylcemic control with

current therapy. Glitazones have a synergistic effect when

combined with sulfonlyureas and metformin and may have

a favorable effect on the dyslipidemia experienced by pa-

tients with type 2 diabetes. The main concern with these

agents is safety due to the hepatocellular injury experienced

by several patients taking troglitazone. Although elevations

in serum alanine amino transferase (ALT) concentrations

more than three times normal occurred in 1.9% of patients

on troglitazone in clinical trials, liver toxicity was not truly

associated with this drug until post-marketing use by more

than 600,000 people in the US. The onset of elevated ALT

120

is typically delayed. In the clinical trials only one patient

experienced an elevation in the first month, the majority oc-

curred between the third and seventh month. 9 The glitazones

should be avoided in patients with liver disease or a history of

alcohol abuse. The mechanism of action for troglitazone-

induced liver disease is unknown; consequently, identifying

a particular subset of people as being at an increased risk for

developing liver failure is difficult. Therefore, monitoring

liver function is of critical importance. The newer agents

rosiglitazone and pioglitazone may provide a safer alterna-

tive, however this question will remain unanswered until cli-

nicians have access to substantially more post marketing

surveillance data. The two recent cases of hepatocellular in-

jury associated with rosiglitazone therapy further supports a

cautious approach to utilization of these agents.
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o©~ Progress in the Early Identification of Breast Cancer, '3d

Rhode Island, 1987-1998

John P. Fulton, PhD, and Dorothy Darcy, AS, CTR

I
dentifying female breast cancer at early stages of disease

is an essential goal of cancer control. Breast cancer is

curable much of the time if diagnosed in the earliest stages

of disease and treated promptly. Screening for breast can-

cer with clinical breast examination (CBE) and mammog-
raphy is effective in identifying breast cancer at early stages

ofdisease, and may reduce breast cancer mortality in a popu-

lation thus screened.
1 Accordingly, the State of Rhode Is-

land has officially adopted the guidelines for breast cancer

screening presented in Table l,
2 and, in collaboration with

the federal government, has sponsored statewide breast can-

cer screening programs since 1987.

Methods
The Rhode Island Cancer Registry (RICR), based at

the Rhode Island Department of Health and operated

collaboratively with the Hospital Association of Rhode Is-

land, monitors the stage distribution of female breast can-

cers, assessing trends and differentials. Stage of disease at

diagnosis (summary stage) is a data element required in all

reports ofnewly diagnosed breast cancer made to the RICR.

All cases of breast cancer reported to the RICR for

Rhode Island residents diagnosed 1987-1998 were selected

for study. Years of diagnosis and ages at diagnosis were

Table 1. Rl Breast cancer screening recom-

mendations2

* For women without a family history of pre-menopausal

breast cancer, clinical breast examination (CBE) should

be performed at the periodic health examination after the

age of 30.

* Annual CBE and mammography after age 40.

* For women with a first degree relative diagnosed with

pre-menopausal breast cancer, annual mammography
should commence 5-10 years prior to the age at which

the relative was diagnosed.

* Women with BRCA1 and BRCA2 mutations should com-

mence monthly breast self-examination by 20 years of

age, and should receive annual or semiannual CBE, and

annual mammography, beginning at age 25 to 35 years.

Abbreviations Used:

CBE clinical breast examination

RICR Rhode Island Cancer Registry

SEER Surveillance, Epidemiology, and End Results

SES socioeconomic status

grouped to facilitate analysis. Census tracts of residence were

grouped according to indicators of socioeconomic status

(SES) from the 1990 U.S. Census of Population, creating

four ordinal categories of SES (poverty, low, medium, and

high). This measure is “ecological” in the sense that it de-

scribes the population of a geographic area, not the particu-

lar person to which it is assigned in the present analysis,

serving as a rough proxy for individual SES. Information

on race is presented for whites and African Americans only,

because the numbers of cases attributable to women ofother

races are very small.

Results

The distribution by stage of newly diagnosed breast

cancers in Rhode Island is very similar to the distribution in

areas surveyed by the Surveillance, Epidemiology, and End

Results (SEER) program of the National Cancer Institute

(Figure 1). [Note that SEER omits in situ cases from the

calculation ofpercentages by

stage.]
3

Mammography has in-

creased the proportion of tu-

mors found in situ in Rhode

Island, from 9% in 1987-

1990 to 12% in 1991-1994

to 15% in 1995-1998. The

CBE is not considered to be

sensitive enough to detect tu-

mors this small, although

some in situ tumors may be

found serendipitously by

mammography after a CBE
has detected other suspicious

lumps.
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Local Regional Distant Unknown
Stage of Disease at Diagnosis

H.l. U.S.

Figure 1 . Invasive female breast cancers by stage of disease at

diagnosis, Rhode Island and the United States, 1989-1995

Figure 2. Percentage of female breast cancers staged in situ or

localized, by socioeconomic status of census tract of residence and by

year of diagnosis, Rhode Island

Socioeconomic differentials in early detection are small

and getting smaller. The goal of breast cancer screening is

to identify all tumors before they have spread regionally,

because five-year survival is substantially higher for in situ

and localized tumors than for tumors which have spread

regionally or metastatically. The percentage of early-stage

tumors increased statewide from 65% in 1987-1990 to 68%
in 1991-1994 to 72% in 1995-

1998 (Figure 2). Women residing

in census tracts of all SES levels

benefited, although small differen-

tials favoring women residing in

higher SES areas persisted

throughout the 12 years of obser-

vation.

Race differentials are dra-

matic for the period of observa-

tion as a whole (Figure 3). The

percentages of breast cancers de-

tected at early stages of disease {in

situ and localized) are much higher

for whites than African Americans.

80

African American White

Race

1987-90 1991-94 1995-98

Figure 3. Percentage of female breast cancers staged in situ or

localized, by race and by year of diagnosis, Rhode Island

This gap has lessened over time, however.

Discussion

To evaluate the overall effectiveness of breast cancer

screening efforts in Rhode Island, the RICR routinely moni-

tors reports of female breast cancers, focusing on the distri-

bution of stage of disease at diagnosis over time and across

demographic groups. Since 1987, the percentages of tumors

found in situ and localized have increased. Women have

benefited across SES and racial groups, and racial differen-

tials have diminished. Systematic breast cancer screening has

helped all Rhode Island women. We must continue this

work, focussing on those groups ofwomen who are at higher

risk ofbeing diagnosed with breast cancer at more advanced

stages of disease.
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Bone Mineral Density Assessment
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[Part Two of a Two-Part Series]

Osteoporosis is a common disease in Rhode Island. It

affects about 34,500 women and 8,500 men. In addition,

an estimated 64,800 women and 8,500 men in the State

are believed to be osteopenic.
1

This second article in a two-part review of bone min-

eral density (BMD) assessment will focus on the interpre-

tation of test results and recommended frequency for

screening or monitoring. Part I described types of bone

mineral testing and indications for their use.

Osteoporosis Classification

The World Health Organization created the current

standard ofosteoporosis by which Medicare and other third-

party payers reimburse for testing.
2 (Table 1). The standard

was developed with data collected using dual energy x-ray

absorptiometry (DEXA), but has been applied to quantita-

tive computed tomography (QCT) and peripheral testing

devices. The patient’s BMD is summarized by a T-score, de-

fined as the number of standard deviations from the mean

BMD of a young, unaffected population. In 1998, the Na-

tional Osteoporosis Foundation (NOF) issued recommen-

dations, based on a cost-effectiveness analysis, to treat women
with aT score less than -2.0 in the absence of additional risk

factors, and women with a T score less than -1.5 who have

additional risk factors.
3

Absolute BMD varies from one site to another. The low-

est T-score determines the patient’s overall risk of fracture at

any body site. Measurements that can be considered include

the spine, femoral neck, forearm, or total body analysis by

1.) DEXA, 2.) the spine by QCT, or 3.) the heel or phalanx

by peripheral devices. With hip measurements, there are

actually two areas assessed. The “total femoral neck” includes

the smaller area simply called the “femoral neck. ” The “total

femoral neck” is the only measurement typically distributed

to referring physicians on color DEXA printouts. A low mea-

surement at any site is predictive of fracture risk at at the site

measured and any other site, but usually has the strongest

predictive value at the site measured. For example, for every

standard deviation decrease in the hip density, there is a 2.8-

fold increase in the risk of a hip fracture, a 1.7-fold increase

in the risk of a lumbar spine fracture, and a 1 .8-fold increase

in the risk of a distal radial fracture.
4,

5

Abbreviations Used:

BMD bone mineral desnity

DEXA dual energy x-ray absorptiometry

ITYD urine free pyridinoline

NHANES National Health and Nutrition

Examination Survey

NOF National Osteoporosis Foundation

NTx N-terminal telopeptide of type I

collagen

QCT quantitative computed tomography

Confounding Factors

DEXA is the best modality for determining the bone

mineral density for the “average” person with no confound-

ing factors, since measurements are typically performed at

two sites, the spine and the hip. Additional imaging can be

performed at the forearm and/or total body, depending on

the clinical concerns and patient history. The disadvantage

of DEXA is that it renders a two-dimensional representa-

tion of a three-dimensional process. The density measure-

ment may be falsely elevated from an occult compression

fracture, endplate sclerosis and facet hypertrophy, scoliosis,

atherosclerotic disease, and ingested artifacts. Less com-

monly, apparent density can be lowered by a destructive le-

sion and prior laminectomy (Table 2). The BMD is not as

accurately measured in those at the extreme limits of body

weight because the soft tissue attenuation algorithms are

optimized for people between 125 and 200 pounds. These

confounding factors are eliminated by QCT, which studies

a small three-dimensional region of interest.
6

IS FRACTURE RISK DETERMINATION THAT EASY?

No. BMD is only one of a number of risk factors for

fracture (Table 3).
4 There are many 70-year-old, frankly os-

teoporotic women who do not have fractures. There are some

45-year-old perimenopausal, mildly osteopenic patients who

do. All identifiable risk factors must be considered.
7 8,9

Risk factors are additive to the patient’s overall risk.

The presence of one or two risk factors increases hip frac-

ture absolute risk by 1% over the patientis lifetime. The

presence of 5 or more risk factors increases the hip fracture

absolute risk by 10% over the patient’s lifetime.
10
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The documentation of a prevalence fracture is also

extremely important, and increases the fracture relative risk

by 10-fold in those with a normal BMD, and by 25-fold in

those with a low BMD. 11

Change What Can Be Changed
Modifiable factors should be addressed. Patients should

optimize their intake of calcium and vitamin D, and en-

gage in moderate exercise of40 minutes, three to five times

per week. Hormone replacement therapy should be con-

sidered for all perimenopausal and postmenopausal women.

Patients should refrain from excessive use of alcohol, caf-

feine, and tobacco. Fall prevention and eyesight correction

should be discussed with elderly patients. 3

Using Densitometry Data to Full Advantage
The Z-score is another common value in densitom-

etry reports.The Z-score is the number of standard devia-

tions from the mean BMD of a reference population the

same age as the patient. If this number is very low or very

high and unexplained, a metabolic workup is usually rec-

ommended. Typically, when a patient has a Z-score less

than -2.0, further evaluation for a secondary cause of os-

teoporosis is undertaken. Other patients requiring further

evaluation include those with a normal BMD and an

atraumatic fracture, those with renal stones and a low BMD,
and those with a decreasing BMD despite pharmacological

treatment for osteoporosis.
6

DEXA and QCT provide images that may warrant

additional investigation, such as a destructive bone lesion,

fracture, or unsuspected liver or kidney lesion (in the case

of QCT).

QCT usually can detect an occult fracture in the lum-

bar spine after a detailed analysis of the images, density

comparisons of the four measured vertebral bodies, and use

of a lateral scout “scanogram.” The DEXA PA two-dimen-

sional image may not define a mild compression fracture

easily. However, a careful analysis of the density compari-

sons of the four measured vertebral bodies may prompt the

densitometrist to recommend correlation with standard ra-

diographs to determine if relative osteosclerosis is second-

ary to degenerative changes, an occult fracture, or an

osteoblastic process (Table 2).

If the patient is suspected ofhaving hyperparathyroid-

ism, DEXA is the preferred modality, since it can demon-

strate the preferential cortical bone loss in the ultradistal

radius that is seen in this disorder.

Comparing Sequential Exams
It is preferred that patients be reevaluated at the same

testing site. Each densitometry machine has its own preci-

sion error, which is determined by a precision experiment

after six months of operation. Typically, this error is less

than 2%, but is expressed as an absolute number for each

machine and each body site. In order for the test to dem-

onstrate response to pharmacological intervention, the bone

mineral density increase must surpass this precision error. If

the patient transfers from one machine to another made by

the same manufacturer, then the bone mineral density in-

crease must surpass both precision errors (about 4%).

If the patient transfers from one machine to another

made by another manufacturer, then the increase in BMD
must surpass both precision errors plus an adjustment for

the differences between the machine reference populations

and edge detection methods. The industry has created a stan-

dard measurement, called the sBMD (expressed in mg/cc 2
).

However, even with the adjustment, Lunar measurements

tend to be slightly higher than Hologic measurements.

Norland measurements tend to be slightly lower.

Comparing Modalities

There is no consensus on comparing different densito-

metry modalities. Currently, the FDA-approved marketed

devices include DEXA, QCT, and various peripheral de-

vices that have shown accurate measuring capabilities. Each

device operates on the basis of different physical principles.

Therefore, even when a standard reference population (typi-

cally NHANES III) is employed, there will be differences

in measurements and in the resulting T-scores. The vari-

ability in measurements is less for the young normal popu-

lation and increases as the number of confounding factors

increases.

QCT has been criticized for “overdiagnosing” os-

teoporosis because it does not take confounding factors into

account. But QCT may be a better technique than others,

because it produces more reproducible results in patients

with confounding factors and is slightly more sensitive at

detecting changes in bone mineral density than DEXA.

If a patient is determined to be osteoporotic or

osteopenic using a peripheral device, then a central densito-

metry test is necessary as a baseline. Changes may be de-

tected at one year in the spine, but not for 3 years in the hip

and for even longer at peripheral sites.
11

Ten percent ofpatients with a normal peripheral BMD
result will have an abnormal axial measurement. If the pa-

tient is determined to have significant risk factors, then re-

evaluation by a more central device may be indicated. In

fact, one can argue that patients with significant risk factors

for osteoporosis probably warrant central testing initially.
12

Retesting

Some patients may not require any testing, including

those patients who would not consider treatment.

Regardless of BMD, retesting is indicated annually for:

* Patients on pharmacological intervention or high dose

steroid therapy ( > 5 mg prednisone/day X 3 months),

* Patients with organ transplants,

* Patients with high bone turnover by urinary markers

such as cross-linked N-terminal telopeptide of type I

collagen (NTx) or urine free pyridinoline (fPYD).
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Most other patients

are reevaluated in two

years.
7,13 (Table 4)

Limitations Of
BMD Testing:

Essential Points

Revisited

Low bone mass does not

mean bone loss.

Typically, females at

age 23 and males at age 40

have achieved maximal

BMD. However, a particu-

lar patient may not have

achieved the average maxi-

mal BMD for a person of

his or her sex.

Low bone mass does not

distinguish primary causes

of bone loss from second-

ary causes of bone loss.

Therefore, if a patient

with bone loss does not

have a clinical history or

risk factors consistent with

primary osteoporosis, then

a metabolic workup should

be employed. As stated ear-

lier, a Z-score less than -2.0,

loss ofBMD on treatment,

low BMD with renal

stones, and normal BMD
with atraumatic fractures

should ail prompt a meta-

bolic workup for alternate

causes.

Table 1. World Health Organization bone mineral density criteria for osteoporosis

Classification T-Score

Normal >-1.0 SD
Osteopenia <-1.0 SD & >-2.5 SD

Osteoporosis < -2.5 SD
Severe Osteoporosis < -2.5 SD with fragility fractures

Table 2. Factors that increase or decrease apparent Table 3. Relative risk factors for hip fracture

bone mineral density (BMD) on DEXA

Increased BMD Decreased BMD Risk Factor m
Scoliosis Prior laminectomy Maternal history of hip fractures 2.0

Osteoblastic lesion Osteolytic lesion Height 1.2

Occult fracture Previous hyperthyroidism 1.8

Atherosclerotic disease Benzodiazepines 1.6

End plate sclerosis Anticonvulsants 2.8

Facet arthropathy Inability to rise from chair 2.1

Posterior fusion rods Poor depth perception 1.5

Pedicle screws Poor contrast vision 1.2

Oral contrast agents Low bone density (each 1 SD decrease) 1.6

Ingested calcium Increase in weight (20%) 0.6

Ingested antacids

Nuclear-radiopharma-

Walking for exercise 0.7

ceuticals

Pancreatic calcifications

Mesenteric node

calcifications

Table 4. Reference sheet for patient densitometric reevaluation

None
Patients over 70 years old with multiple risk factors have sufficiently high risk that treatment is warranted without

BMD testing. A baseline study is useful in monitoring response to therapy, if desired.

6-12 Months
Patients on high-dose steroid therapy (7.5+ mg prednisone / day for 3+ months), regardless ofBMD

Yearly

1 . Patients receiving FDA-approved osteoporosis drug therapy, to monitor response to therapy

2. Patients who have undergone organ transplantation

3. Patients who have evidence of high bone turnover by urinary markers, regardless ofBMD

Every Other Year
1. Men and women ages 65+

2. All menopausal or estrogen deficient women before age 65.

3. Primary hyperparathyroidism.

4. Patients with BMD T-scores below - 1.5, ifmajor risk factors are present and no drug therapy is used.

Artifacts may interfere

with results.

The final T-score may not be rep-

resentative for the patient because of

the confounding factors listed in the

report and summarized in Table 2.

BMD does not predict the rate of

bone loss.

Typically, the greatest rate ofbone

mineral loss for women occurs during

the first eight years following meno-

pause. There may be a resurgence of

acceleraged bone loss once again at 70-

80 years. Males tend to lose BMD at a

higher rate after the age of65, although

the rate of loss is not as high as in fe-

males. The rate of bone loss can be

determined by reassessing the BMD in

one to two years by densitometry or

by obtaining urinary markers of bone

loss. The charge for one additional den-

sitometry test is comparable to the

charge for one sample of one urinary

marker (such as NTx). 14

BMD does not address other risk fac-

tors for fracture.

Low BMD is only one of a num-

ber of risk factors for fracture. With

elderly patients, correcting eyesight and

preventing falls are important subjects

of ongoing patient counseling.
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BOOK REVIEWS
The Doctors Book ofHome Remedies II,

Sid Kirchheimer and the Editors of Prevention Magazine

Health Books

Rodale Press, Emmaus PA, 1993

Patients often pore over lay self-help books. The Doc-

tors Book ofHome Remedies II follows on the best-selling

heels of its predecessor. This book compiles advice from

many medical sources about common conditions and com-

plaints. It is written for the consumer in an accessible folksy

style, and details advice about things that really bother people

— things like belching and body odor, chapped lips and

flu. It is peppered throughout with useful sections about

when to see a doctor, so the intelligent reader finds a num-

ber of simple, common-sense remedies that he or she can

try at home, coupled with information about when to seek

more expert opinion.

That’s the good news. The bad news is that the title is

disingenuous, there is no methodology explained and very

little evidence cited to support the advice. The author is not

a physician, and the contents appear to have been assembled

by the author and editors from interviews with some 500

“experts,” many ofwhom are not physicians. It is not clear

how the author chose his experts, nor is it made clear what

qualifies an expert as an expert (though each expert has an

academic title cited.) These experts have a huge specialty

bias, something like 50 specialists to 3 primary care doctors

in a sample of about 30 pages, which means some of the

advice is spurious (like the suggestion that meditation will

prevent influenza) and some advice is simply missing (like

what to do for nocturia).

In addition, there is very little evidence quoted in each

section, so the strength of the advice can’t be judged. The

advice for forgetfulness includes exercise, watching TV talk

shows(!), writing information down, thinking in rhymes,

taking beta-carotene, taking the time to observe rather than

see, and playing cards and board games. There is nothing

here to tell the reader which to do first, or which is more

likely to be effective.

Finally, The Doctors Book ofHome Remedies //.though

recently re-released, is copyright 1993, so some of its ad-

vice, like that to use peroxide for cerumen, is simply out of

date.

On the other hand, The Doctors Book ofHome Remedies

II is just advice about mostly self-limited conditions. Little

of this advice is likely to hurt anyone, so as a book, The

Doctors Book ofHome Remedies II is not harmful, but not

overwhelmingly likely to be helpful either.

— Reviewed by Michael Fine, MD

Michael Fine, MD, afamilyphysician, is President, Rhode

IslandAcademy ofFamily Practice, and President, Centerfor

Occupational and Environmental Health ofRhode Island.
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‘Vctat Statistics
Rhode Island Department of Health

Patricia A. Nolan, MD, MPH, Director of Health

Rhode Island Monthly

Vital Statistics Report

Provisional Occurrence Data

from the

Division of Vital Records

Edited by Roberta A. Chevoya

Reporting Period

April

1999
12 Months Ending with April 1999

Number (a) Number (a) Rates (b) YPLL (c)

Diseases of the Heart 226 3,028 306.3 3,518.0

Malignant Neoplasms 176 2,466 249.5 6,513.5**

Cerebrovascular Diseases 49 569 57.6 761.0

Injuries (Accident/Suicide/Homicide) 38 383 38.7 7,439.5

COPD 44 479 48.5 452.5

A A A Reporting Period

October
1999

12 Months Ending with

October 1999

Number Number Rates

Live Births 1,137 13,404 13.5*

Deaths 771 9,844 10.0*

Infant Deaths (6) (93) 6.9#

Neonatal deaths (6) (70) 5.2#

Marriages 993 7,735 7.8*

Divorces 219 2,838 2.9*

Induced Terminations 446 4,928 367.7#

Spontaneous Fetal Deaths 191 1,149 85.6#

Under 20 weeks gestation (184) (1,075) 80.2#

20+ weeks gestation (7) (73) 5.4#

"Excludes one death of unknown age

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of

988,480

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode

Island for the reporting periods listed above. Monthly provi-

sional totals should be analyzed with caution because the num-

bers may be small and subject to seasonal variation.

* Rates per 1,000 estimated population

# Rates per 1 ,000 live births

AN ARMY SCHOLARSHIP COULD
HELP YOU THROUGH MEDICAL SCHOOL

The U.S. Army Health Professions

Scholarship Program offers a unique

opportunity for financial support to

medical or osteopathy students.

Financial support includes a monthly

stipend plus tuition, books, and other

course related expenses.

For information concerning eligibility,

pay, service obligation and application

procedure, contact your local Army
Health Care Recruiter:

1 -800-USA-ARMY

ARMY MEDICINE. BE ALL YOU CAN BE.
www.goarmy.com
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rank E. Peckham, MD, in “Fractures of the Lower End of

the Radius,” urged lateral and anteroposterior x-rays. He

delineated “perfect” from “satisfactory” outcomes: “A perfect

result can only mean one thing. No deformity and just the

same mobility of the wrist in all directions as the other or

normal wrist...everything must be just as good as it was before

the injury.” With satisfactory results, “there seems to be a

difference ofopinion on the part of the attending surgeon and

the patient.”

S.S. Burton, MD, in “Child Life,” pleaded the case of chil-

dren abused by horrific schools, parents, and communities. “I

have long been impressed with the fact that the child at school,

on the street, and I am sorry to say, often times at home, is

seldom understood.” Specifically, Dr. Burton spoke against cor-

poral punishment (“very seldom necessary”), long school days

(“Five hours a day is too long a period to sit quiedy and be

attentive”), the placement of blackboards (leads to eye strain),

inadequate meals (“Few mothers know how to feed their chil-

dren”), mercenary parents (“I have found [children] asleep in

the doorways and in the depot after 1 1:00 at night, not daring

to go home till all their [newsjpapers were sold.. .If [children]

lost money, parents would punish them.”)

Charles Peckham, MD, in “Chronic Constipation,” ad-

vised, “
...it might be as well ifwe placed our botdes of cathar-

tic tablets upon the same shelf with other dangerous drugs

and dispensed them with the same caution.”

The minutes of the Meeting of the Providence Medical

Association included discussion of the library’s purchase of

foreign journals. To one member’s suggestion that the usage

did not warrant the expense, another countered, “ We shouldn’t

eliminate the foreign journals because few members read them.

Others will need them in the future.”

FiftyYears Ago
[April, 1950]

C lifton B. Leech, MD, tabulated the number of patients

with cardiovascular syphilis seen at the Rhode Island Hos-

pital syphilis clinic since January 1934, the clinic’s opening: 1 19

of 1329 padents. In the last few years the clinic staff had seen a

decrease in the effects of late syphilis, though Dr. Leech con-

ceded that the War made it hard to discern trends. Overall, he

estimated that 10,000 Rhode Islanders had or have syphilis.

Nicholas Migliaccio, DMD, in a guest editorial (“Sodium

Fluoride in Dental Decay”) argued for fluoridated water: “The

128

DMF (Decayed- Missing-Filled) rate is about 60% lower in chil-

dren 12 to 14 years of age than it is in the same group in com-

munities having no fluorine in the water supply.” Grand Rapids,

Michigan, was the first community in the United States to add

fluorine to the water; eight other communities in the United

States and Canada followed suit. The effectiveness of fluorine in

gum, mouthwash, tablets, and dentrifices was not yet proven.

Congress just created a National Institute of Dental Research,

under the NIH.

Twenty Five Years Ago
5^ [April, 1975] ^

I
n “Treatment of End Stage Renal Disease in Rhode Island:

A Status Report,” Serafino Garell, MD, FACP, Joseph A.

Chazan, MD, FACP, and Sewell I. Kahn, MD, cited the surge

of patients since the advent of chronic hemodialysis in I960.

In Rhode Island, the procedure was instituted first at the Veter-

ans Administration Hospital in 1971 (previously, Rhode Is-

landers had gone to Boston for dialysis). The Rhode Island

Hospital Dialysis Unit and the unit at Miriam followed months

afterward. In 1973 a satellite unit (to RIH) opened. As of

1973 the state had 42 beds, with 107 patients, at an annual

average cost of $23,400 each. The authors predicted a con-

tinuing increase in this census.

In “A Case of Hematuria,” Tobias M. Goodman, MD,
described a 43 year-old man, with no other symptoms and with

normal physical exam, Pap smear, and laboratory tests. A right

nephroreterectomy showed a grade III cell carcinoma of the

right renal pelvis. Dr. Goodman concluded, “More than 20%

of patients [with hematuria] will have cancer somewhere in the

genitoruinary tract.”

The eight-member Ad Hoc Committee of the Rhode Is-

land Medical Society on Psycho-Active Medications in Chil-

dren (chaired by John E. Farley, Jr., MD) advised,

“Psychostimulant medication has a definite place in the man-

agement of children with attentional control problems.”

A subcommittee of the Rhode Island Health Science Edu-

cation Council (chaired by Robert M. Lewis, MD) presented

“A Survey of Physicians in Rhode Island and An Evaluation of

Needs.” They projected that RI would need 257 more PCPs

and 127 specialists (anesthesiology, dermatology, neurology,

obstetrics/gynecology, ophthalmology, otolaryngology, physi-

cal medicine, psychiatry, radiology, urology - “the other speci-

alities are in ample or possibly excess supply.”) The

subcommittee calculated that the state had 1167 licensed phy-

sicians under age 65, in active practice. (Thirty percent of ac-

tive physicians were older than 65.)

Medicine and Health / Rhode Island
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JUST BECAUSE EVERYONE IN THE STATE

NEEDS WORKERS’ COMPENSATION COVERAGE
DOESN’T MEAN THAT YOU HAVE TO GO TO
JUST ANYONE IN THE STATE TO GET IT.

Notice to all physicians: mandatory Workers’

Compensation Insurance. Every business in Rhode Island

with four or more employees, full or part-time, is now

required to have Workers' Compensation Insurance,

predominately with one carrier. This means that those

private practices without coverage will need to get it, and

those with an alternative source of Workers’ Compensation

will need to switch at time of renewal. Because the RI

Department of Labor is now enforcing this legislation with

on-site inspections and the possibility of fines or worse - we

at RIMS IBC would like to encourage you to contact us

immediately. After all, what better partner to guide you

through the intricacies of Workers’ Compensation Coverage

than your healthcare insurance professionals at IBC.

Most of you already know us for friendly, informed

service and timely advice on Malpractice, Health, Life and

Disability Plans customized to your needs. Now you can

benefit from our extensive experience with healthcare

coverage combined with our detailed knowledge of these

new requirements. In this way, we can help you adhere to

all regulations, eliminate unnecessary premiums while

maximizing your insurance protection. Please take this step

today to avoid unncessary headaches: call IBC at 272-1050.

RIMS Insurance Brokerage Corporation

One Hayes Street • Providence, Rhode Island 02908

Phone (401) 272-1050 • Fax (401) 272-1051 • RJ Toll Free 800-559-6711



medical school: a fortune

box of

depressors: $12

office space: $20,000

labcoat

tongue

j^ORCAL won’t put a price tag on

your reputation. We rigorously defend cases W hat 's more, at a time when everything

deemed medically defensible - even if settling a

claim may he more economical. Our innovative

program to seek reimbursement of fees for

unsubstantial claims is just one reason we’ve

earned a reputation for aggressively defending

policyholders.

seems to come with a price tag, our policy-

holders appreciate the comprehensive risk man-

agement services and free CME courses included

in the cost of every policy.

You’ve worked hard to get where you are,

NORCAL works hard to keep you there.

Our reputation depends upon it.

we won’t put a Telephone RIMS Insurance Brokerage Corp. at

401-272-1050 or Norcal at 800-652-1051.

price tag on your reputation

NORCAL
Mutual Insurance Company

800 - 652-1051
www.norcalmutual.com
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RMOOE ISLAND MEDICAL SOCIETY’S
INSURANCE BROKERAGE CORPORATION
INTRODUCES CUSTOMIZED
FINANCIAL-PLANNING SERVICES
FOR THE
HEALTHCARE
PROFESSIONAL

Established by Rhode Island Medical Society for the

benefit of the medical community to provide a cost-effective

and convenient means of providing necessary insurances,

Insurance Brokerage Corporation is now a one-stop resource

for area physicians. We’ve built our reputation for friendly,

responsive and informed service as your broker for Profes-

sional Liability Insurance. We now invite you to benefit from

our expertise in Life Insurance and Financial Planning

Services.

Please return this coupon or call for a free, no-

obligation review of your current coverage.

RIMS Insurance Brokerage Corporation

One Hayes Street, Providence, Rhode Island 02908

Phone (401) 272-1050 • Fax (401) 272-1051 • R1 Toll Free 800-559-6711

[Z1 YES, I’d like a free review of my current coverage.

I’d like to know more about:

Disability Income Protection Professional Liability

Education Funds Workers’ Compensation

Life Insurance Individual Retirement Accounts

401K Plans Estate Planning

Group Insurance Annuities

Key Man Coverage Pension and Profit Sharing

Deferred Compensation

Please print.

Name

Business

Address

City— State Zip

Bus. Phone

Res. Phone

RIMS Insurance Brokerage Corporation

One Hayes Street, Providence, Rhode Island 02908

Phone (401) 272-1050 • Fax (401) 272-1051 • RI Toll Free 800-559-6711
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qg^ Commentaries

“There Is No Constitutional

Right to Health Care”

D avid Stockman, President Ronald

Reagan’s director of the Office of

Management and Budget, said that. He was

also that administration’s spokesman for

defending the quality offederally-sponsored

school lunches who observed that these

lunches were more nutritious than their crit-

ics claimed since ketchup really was a veg-

etable. However, he was correct on the

health care issue. Health care is not guar-

anteed in the Constitution. And, ofcourse,

it’s frequendy not available. More and more,

even middle class Americans have been

learning what it’s like to be uninsured and

to have to make significant sacrifices to buy

medication or to see approved providers

even when insured. Most of us who use the

health care system, doctors included, are

finding more and more wrong with it.

Health care is an unusual service in-

dustry. It is partly regulated but free enter-

prise is encouraged. Wall Street bets on it.

In the inpatient sphere large corporations

have evolved that own hospitals. Since

much of the cost for admissions is fixed, the

profits must be squeezed out via efficiency

or decreased services. As Woolhandler and

Himmelstein have shown, this profit is

achieved through diminished services, not

via efficiency. Administrative costs actually

rise in the private hospitals, as they do in

for-profit HMOs. And, while HMOs are

going out of business there still seems to be

a brisk market for private corporations

which buy private medical practices.

I am reminded of amazon.com: the

more the company loses, the more the stock

owners make. There is a perverse logic that

may make sense in some looking glass world.

It seems, to this naive observer, that

medical care should be a right in our

wealthy, developed country, as it is in west-

ern and eastern Europe, and that the free

enterprise system is not any more suitable

for modern medical care than it is for fire

and police services. A century or so ago fire

departments were private companies. One
paid in advance for service. If your house

was on fire and you hadn’t purchased a fire

department service, your house burned

down. This turned out to be a less efficient

use of the service than making it universal.

Yet there is no Constitutional right to po-

lice or fire protection. It somehow became

ingrained as a mandatory function of civil

government, but it wasn’t always. There are

obvious differences between these services

and medicine but the main one is money.

Yet every single commentator agrees that

health care would be less expensive per per-

son if expanded so that illnesses would be

treated early, before complications set in and

costs ran up. An ounce of prevention, as

they say, is worth a pound of cure. The

indirect benefits, both social and economic

would be enormous.

As our health care financial “system”

slowly grinds to a halt, I can only hope that

we will one day look back at this time in

wonder, since universal medical care will

then be considered as much a “right” as

police and fire protection.

-Joseph H. Friedman, MD

130

A Terrible Tragedy in the Irish Sea

When Queen Elizabeth declared to the Spanish ambas-

sador that the ocean waters and the air were free to all, her

sole concern was the unhindered passage of her English sailing ships

on the high seas. The reference to air was but metaphoric license. And

yet, even in the Elizabethan era, well before the industrial revolution,

England was encountering grave problems in providing its subjects

with unhindered access to fresh air.

In the English navy at the dawn of the 17th Century, many

seamen fell ill when confined, for any length of time, to the lower

holds ofthe sailing vessels. And, as ship-building advances allowed for

larger ships, the problem grew more severe. The technical question

arose: How could fresh air be conveyed to the lower decks without

compromising the structural integrity of the ship’s hull or its sailing

capability ? Lengthy canvas tubes which directed the prevailing winds

to the lower decks were adopted, but rarely did they afford much

relief. And when the ship was becalmed or encountered rain storms,

these windsails became inoperative.

A more fundamental question was then asked: Why were sailors

sickened by the stale, malodorous air of the lower decks? Certainly

lingering odors permeated most 17th Century homes and public places,

yet it was largely in the holds of ships that problems akin to suffoca-

tion arose. In the absence of information concerning the composition

of air, it was presumed that an unidentified poison [possibly from

putrefying sources] was tainting the atmosphere. Air was clearly es-

sential for life; but why it was essential remained a mystery until the

18th Century when a succession of discoveries by Priesdey, Lavoisier

and others revealed air to be a mixture of gases; and one of these, now

called oxygen, was critical for survival.

By the 18th Century the problem of inadequate ventilation wid-

ened as mines were deepened, tunnels made longer and ships, prisons,

orphan asylums and hospitals made larger.

Christopher Wren, England’s great architect, was asked to do some-

thing about the wretchedly oppressive air in the Houses of Parliament.

Wren introduced egress chimneys and had thousands ofholes bored in

the floor to encourage a passive flow ofair through the chambers. Wren,

a prudent soul, refrained from mentioning that legislative chambers,

by virtue of the activities that they fostered, needed extra ventilation.

One of the first to seek a solution to the problem of stale air was

Stephen Hales, an 18th Century Cambridge-trained Anglican cleric. His

pastoral responsibilities were light and for six decades he devoted most of

his energies to scientific inquiry. Hales’ principal interest lay in the dy-

namics ofthe cardiovascular system, specifically the nature ofblood pres-

sure. He approached the problem ofshipboard ventilation by presuming

that passive transfer of air was inadequate in larger ships, and that an

active mechanism was needed. He then devised large air-pumps based

on the principle of church organ bellows. His mechanism worked, but

only when the pumps were manned by fresh crews ofworkers.

A ferry regularly plied the Irish Sea between the ports of eastern

Medicine and Health / Rhode Island



Ireland and Liverpool. Late in 1847, 73 passengers in steerage died of

suffocation during the relatively short voyage. This terrible tragedy

prompted an official inquiry into ventilation of sequestered spaces. A
noted British physician, Dr. N. Arnott, prepared the report, submitted

in December, 1848. This document was written at a time when the

germ theory ofdisease had not as yet been accepted. Arnott stated: “Epi-

demic diseases . . . have been caused only because aerial poisons were

allowed to lurk and accumulate in ill-ventilated places.” Accordingly, he

designed mechanical pumps to force fresh air into the lower holds. His

reasoning might have been wrong but his results were good. Arnotts

design had two material advances over the pumps designed by Hales:

First, they used steam-engines as motive force; and second, the intake

valves were now constructed ofdurable rubber. When Arnotts contriv-

ance was put to use on a prison ship carrying 500 convicts to Australia,

only one death was recorded during the long voyage. Arnott, in passing,

made reference to the many immigrants who had perished, allegedly

from ship-fever, in the steerage holds ofthe great ships going to America;

and he speculated that many lives might have been saved had forced

ventilation been introduced.

But the advent ofsteam engine propulsion on ships brought still

further medical problems to those required to exist in the lower holds

ofships. Stokers who worked the great furnaces became readily dehy-

drated, many going into shock. And those that withstood the heat

were gradually incapacitated by kidney and bladder stones, the conse-

quence of chronic dehydration.

A spate of royal commissions finally created guidelines for mari-

time ventilation. Minimum requirements were also determined for

various land-based facilities. For example, an asylum for orphans must

allot each inmate a minimum of 1 ,000 cubic feet of fresh air per hour;

for convicts, 1,500 cubic feet; for adults in hospitals, 2,500 cubic feet;

and for stabled horses, 12,000 cubic feet. Hospitals, sanitaria and asy-

lums were redesigned with finger-like pavilions rather than large cen-

tral buildings thus maximizing the window area. Internal ducts with

exhaust fans were installed to extract hot air from facilities such as fur-

nace rooms and kitchens.

Poor prison ventilation prompted a variety of novel mechanical

solutions. At Londons Newgate Prison, a rooftop windmill was em-

ployed to hasten the exchange of air. Motor-driven fans improved the

situation in still other sites. But a prison remains a prison; and it would

require more than air-moving equipment to cleanse it of its corrupt

atmosphere. In 1895 Oscar Wilde was imprisoned for two years for

crimes which the coy British called his moral obliquity. In his Ballad of

Reading Gaol, he describes the fetid, confining atmosphere of his cell

as follows: “The vilest deeds, like poison weeds, bloom well in prison
• >5

air.

- Stanley M. Aronson, MD

The Rhode Island Department of Health

T he Rhode Island Department of Health (HEALTH)

is a relatively small state department. Our budget of $74 million

represents about 2% of total state expenditures. Our workforce of460

employees is only 3% of the state workforce. And yet HEALTH has

broad responsibilities. We must meet high expectations for the health

of Rhode Islanders.

Section 23-1-1 of the General Laws of Rhode Island defines our

mission: “The Department of Health shall take cognizance of the in-

terests of life and health among the peoples of the state; shall make

investigations into the causes of disease, the prevalence of epidemics

among the people, the sources of mortality, the effect of localities, em-

ployments and all other conditions and circumstances on the public

health, and do all in its power to ascertain the causes and the best means

for the prevention and control of diseases or conditions detrimental to

the public health, and adopt proper and expedient measures to prevent

and control such diseases and conditions in the state.” In a nutshell,

HEALTH is asked to carry out epidemiological analyses and interven-

tions aimed at the prevention of disease and the promotion of health.

HEALTH has seven operating divisions: Central Management,

Disease Prevention & Control, Family Health, Environmental Health,

Health Services Regulation, the Laboratory, and the Medical Examin-

ers Office. Within these operating divisions, there are a total of 23

separate offices and more than twice as many programs. Because we are

a mile-wide and an inch-deep, we must meet our mandate through

effective collaboration.

HEALTH touches almost every aspect of our daily lives: food,

water, air, housing, highway safety, schools, worksites, the mass media,

and of course health care services. In fact, HEALTH regulates virtually

every health profession, every health care facility, and every managed

health care plan. In one way or another, HEALTH is involved in every

aspect of the health care system.

Abbreviations Used:

HEALTH Rhode Island Department of Health

In Rhode Island there are no county or city health departments. In

1964, the Rhode Island General Assembly consolidated all local and state

public health functions into one statewide Department of Health in or-

der to improve the efficiency and effectiveness of public health practice

in Rhode Island, the smallest state in the union.

The advent of the Internet is revolutionizing the practice of public

health. Now, the public can truly have access to public health informa-

tion. Now, HEALTH truly has the opportunity to communicate critical

public health messages to the general public and the professional com-

munity. Please take the time to visit our website (http://

www.health.state.ri.us) and learn more about us. And please let us hear

from you. How are we doing?

- Patricia A. Nolan, MD, MPH

Patricia A. Nolan, MD, MPH, is Director ofthe Rhode Island De-

partment ofHealth, and ClinicalAssistant Professor ofCommunity Health,

Brown University School ofMedicine.

Correspondence:

Patricia A. Nolan, MD, MPH
Rhode Island Department of Health

Three Capitol HillProvidence, RI 02908

phone: (401) 222-2231

fax: (401) 222-6548

e-mail: pnolan@doh.state.ri. us
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The Office of Primary Care at the

Rhode Island Department of Health

John Lopez, MBA, Mary Anne Miller, RN, MPH, Maureen Ross, RDH

Background
In the not too distant past, health

care access for our poorest and most

vulnerable populations was almost

nonexistent. Hospital emergency

rooms afforded some relief from acute

problems but few opportunities for

prevention of disease and health pro-

motion. Reliance on hospital emer-

gency departments as a source of

routine care is often cited as an indica-

tor of poor access to primary health

care.
1

In the mid-sixties, Drs. Jack Gei-

ger and Count Gibson received a grant

from the federal Office of Economic

Opportunity to establish two neigh-

borhood health centers, one in Massa-

chusetts and the other in Mississippi.

The vision nurtured by these physi-

cians led to the development and ex-

pansion of non-profit community

health centers (CHCs) nationally.

Currently, a network of CHCs
throughout the nation serves more

than 10 million people, a significant

portion of whom are uninsured and

poor. In Rhode Island, 13 CHCs pro-

vide primary health care services to

70,000 patients, many ofwhom would

not have health care access without this

essential network of providers.

The Office of Primary Care at the

Rhode Island Department of Health

(HEALTH) receives operational fund-

ing through a Cooperative Agreement

from the federal Bureau of Primary

Health Care (BPHC), one of four

Bureaus within the Health Resources

and Services Administration (HRSA)

of the U.S. Department of Health and

Human Services. BPHC’s vision is “to

achieve 100% access to health care and

zero disparities in health status by

2010.” Its mission is to increase ac-

cess to comprehensive primary and

preventive health care and to improve

the health status of underserved and

vulnerable populations. 2 As part ol its

Abbreviations Used:

ACI Adult Correctional Institute

BPHC Bureau of Primary Health Care

CHC community health center

HEALTH RI Department of Health

HPSA Health Professional Shortage Area

HRSA Health Resources and Services

Administration

MOA Memorandum ofAgreement

NHSC National Health Service Corp

PCA Primary Care Association

PCO Primary Care Office

PCPAC Primary Care Physician Advisory

Committee

commitment to communities

that emphasize ongoing federal

and state collaboration, the

BPHC supports a PCO (Primary

Care Office) and a PCA (Primary

Care Association) in each state.

HEALTH’S Office of Primary

Care is the PCO in Rhode Island;

the Rhode Island Health Center

Association, representing CHCs
statewide, is the PCA.

A Memorandum of Agree-

ment (MOA) between the PCO
and the PCA establishes the in-

frastructure for quality, commu-

nity-responsive primary care.

Other BPHC-supported programs

(like the Travelers Aid Society, Rhode

Island’s largest program for the home-

less) are included as partners in the

MOA. Representing BPHC, the Re-

gion I Field Office in Boston works

individually and collectively with the

New England region.

The Office of Primary Care
Mission & Key Partnerships

The Office is responsible for

evaluating primary care capacity, assess-

ing the supply and distribution of pri-

mary care providers, and promoting

access to primary care, particularly for

at-risk populations throughout the

state. In addition, the Office provides

technical assistance to and links with a

wide variety of other HEALTH pro-

grams that seek to enhance primary

care access. The Office works not only

with the well-established network of

CHCs but also has liaisons with other

providers that comprise the state’s pri-

mary care “safety net;” e.g., commu-

nity hospitals and outpatient clinics.

To improve access, particularly for vul-

nerable, underserved populations, it is

essential also to have firm linkages with

academic health professions training

programs and professional organiza-

tions throughout the state and north-

east region. Working with these orga-

nizations is key to helping Rhode

Island’s primary care environment be

more responsive to the needs of our

citizens.

Rhode Island’s Primary Care
Infrastructure

There are a variety of access points

for entry into the primary care deliv-

ery system; e.g., CHCs, hospital out-

patient clinics and emergency rooms,

and private physician practices. How-

ever, several features distinguish

CHCs from other providers ofprimary

care. As a core function, CHCs work

to provide access to primary care for

low-income, uninsured and

underserved populations. Also, as a

condition of federal support, CHCs
must serve populations located in fed-

erally designated underserved areas and

each CHC governing board must be

comprised of a majority of healthcare

consumers from the community.

CHCs do not provide health care ser-

vices free ofcharge. However, for those

without insurance, a sliding fee sched-

ule based on ability to pay results in

some patients receiving services for free

while others are assessed a minimal fee.

Obtaining medication for patients with

limited resources presents a challenge
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The Office is responsible

for evaluatingprimary

care capacity
,;
assessing the

supply and distribution of

primary careproviders,

andpromoting access to

primary care
\
particularly

for at-risk populations

throughout the state.

for safety net providers. The CHCs
and Travelers Aid provide some medi-

cations for their uninsured patients,

and the University of Rhode Island’s

College of Pharmacy referral program

(.Medication for the Needy) helps resi-

dents to obtain certain medications.

According to HEALTH’S Office of

Medical Licensure & Discipline, there

are about 3,300 physicians currently

licensed to practice in the state: 1,350

describe their “primary speciality” as

one of the following: doctors of medi-

cine and osteopathy: general or family

practice; general internal medicine;

general pediatrics; or obstetrics and

gynecology. 3 Using the federal defini-

tion, the number of primary care pro-

viders in Rhode Island includes: 1)

general internal medicine - 634 prac-

titioners (47%); 2) general pediatrics -

281 practitioners (21%); 3) family

practice - 254 practitioners (19%); and

obstetrics/gynecology - 181 practitio-

ners (13%).

Uninsured & Vulnerable
Populations

Health Care Coverage & Routine

Physician Visits

Health care coverage is a major

determinant of access. Persons with-

out coverage are less likely to have a

usual source of health care, more likely

to have an unmet health care need, and

less likely to receive preventive health

care services. (Figure 1 : R1 Adults With

No Health Care Coverage) (Figure 2:

Source of Health Care Coverage By

Race/Ethnicity)

The percentage of uninsured

adults in Rhode Island has remained

relatively stable over the past seven

years. However, the number of adults

whose coverage is provided privately

(employer or self-paid) has decreased,

and those whose coverage is provided

through government programs (e.g.,

Rite Care, Medicare) has increased.
4

Other key health status indicators in-

clude:

• RI population segments with

highest proportions that lack

health care coverage: 20% of

adults ages 18-24; 21% of all

adult Blacks; 22% of all adult

Hispanics; 18% of adults with

less than high school education. 5

Ten percent (22,000) of Rhode

Island children are uninsured. Of
this group, 77% live in families

under 250% of the federal pov-

erty level and are therefore eligible

to enroll in Rite Care. 6

Males in Rhode Island were

somewhat more likely to be un-

insured than females. However,

males were more likely to be cov-

ered by employer-paid plans and

females by public programs/

During the period 1990 - 1996,

the percentage of Rhode Island-

ers who had a routine physician

visit (within the past 12 months)

increased from 61% to 71% al-

though the mean number of phy-

sician visits remained constant

over this period (3.7 visits for

1990 and 3.8 visits for 1996). 8

Having health care coverage is as-

sociated with one or more visits

as well as with routine visits. In

1996, 89% of those with health

care coverage reported one or

more visits, compared to 66.5%

of those without coverage. Like-

wise, 73.4% of the insured re-

ported a routine visit, compared

to 49.2% of those who were un-

insured. 9

The key primary care objective

outlined in the national Healthy

People 2000 , Healthy People 2010

Draft for Public Comment, and

in Rhode Island Healthy People

2000, remains unchanged. It is

to “Increase to at least 95% the

proportion of people who have a

specific source of ongoing pri-

mary care.” The national baseline

was 80% in 1991, and 84% in

1994. The Rhode Island baseline

was 89% in 1990, and 91% in

1996. 10

RI Adults with No Health Care Coverage

Figure 1.

Community Health Centers
& Their Patients

Rhode Island’s 13 CHCs provide

care to about 70,000 unduplicated us-

ers and log about 232,000 encounters

annually. Most patients (83.5%) are

poor or near poor (< 200% of the fed-

eral poverty level -FPL). In terms of

health care coverage, 31% are unin-
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Source of Health Care Coverage by Race/Ethnicity 1 996
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Figure 2.

sured, 33% Rite Care, 8% Medicaid,

7% Medicare, 21% private insurance.
11

Another BPHC-supported program in

Rhode Island, the Travelers Aid Soci-

ety, serves 2,398 primary care patients,

ofwhom 88% are uninsured. 12

OPC Core Functions
Assessment of Primary Care Capac-

ity/Health Professional Shortage Area

Designations

A major initiative of the Office is

the preparation, analysis, and submis-

sion of Health Professional Shortage

Area (HPSA) designation applications.

A HPSA designation (from the BPHC)
identifies areas with an inadequate sup-

ply of primary care providers. A vari-

ety of state and federal programs

require a HPSA designation as part of

funding criteria (e.g., National Health

Service Corp Scholarship and Loan

Repayment Programs, State Loan Re-

payment Programs, Medicare Incentive

Payments Program).

The HPSA system has three des-

ignations that focus on whether an area

has a shortage of primary care physi-

cians, dentists, or mental health pro-

fessionals available to serve people in a

specific rational service area. A HPSA
can be defined by a distinct geographic

area (such as a city), a specific popula-

tion group within the area (such as the

poor, those below 200% of the federal

poverty level), or a specific public or

non-profit facility (such as a correc-

tional facility). The Office identifies

populations and geographic areas

throughout Rhode Island that, accord-

ing to federal regulations, have an in-

adequate supply of clinicians for the

population within the rational service

area. The Office then develops an ap-

plication with detailed information and

statistics about populations or areas in

the state that meet designation guide-

lines. Typically, the Office submits 6-

8 HPSA applications annually.

Primary care HPSAs (either current or

with a renewal application pending)

include specific areas within Provi-

dence, Woonsocket, Central Falls,

Pawtucket, Newport County,

Burri llvi lie, Foster, Glocester,

Narragansett Indian Tribe, and three

public/non-profit facilities: the Depart-

ment of Corrections’ Adult Correc-

tional Institute (ACI), Wood River

Health Services, and Health Center of

South County.

Recruitment & Retention of Primary

Care Providers

Another core function of the Of-

fice is to support efforts to recruit and

retain health care professionals dedi-

cated to serving communities lacking

adequate access to primary care. The

Office is involved in the administra-

tion of four National Health Service

Corp (NHSC) programs: 1) the Schol-

arship Program; 2) Federal Loan Re-

payment Program; 3) State Loan

Repayment Program; and 4) the Stu-

dent Experiences and Rotations in

Community Health (SEARCH) Pro-

gram.

NHSC Scholarships offer

monthly stipends and payment of tu-

ition and expenses for up to four years

of health professions education. For

each year of support, scholars must

serve one year in a HPSA upon

completion of training. The NHSC
Federal & State Loan Repayment Pro-

grams provide fully trained clinicians

with repayment of qualified educa-

tional loans if they serve in a HPSA, in

addition to a competitive salary. Fi-

nally, the NHSC SEARCH Program

matches health professions students

with clinical mentors/preceptors who
work in underserved communities.

Participants receive a $2,000 stipend

upon completion of the eight-week

community health rotation that in-

cludes visits to community-based

health and social service agencies, a

didactic component, and a final site-

specific project that benefits the com-

munity. About 20 students from a

variety of disciplines including medi-

cine, dentistry, advanced practice nurs-

ing, physician assistant, and social/

behavioral/mental health participate

annually in the RI SEARCH Program.

Every year, about 1 5 primary care

professionals in Rhode Island are se-

lected to participate in the NHSC
Scholarship Program and the State &
Federal Loan Repayment Programs.
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Participation in RI Loan Repayment

and Scholarship Programs is as follows:

53% physicians, 27% dentists, 13%
nurse practitioners, 3% certified nurse

midwives, and 2% dental hygienists.

The Office works closely with train-

ing programs in RI and throughout the

northeast region to develop strong aca-

demic linkages for the mutual benefit

of students, training programs and

underserved communities statewide.

Primary Care Physician

Advisory Committee
(PCPAC)

Established in 1992, the Primary

Care Physician Advisory Committee

(PCPAC) has advised HEALTH and

the Office on programmatic and policy

issues. The PCPAC consists of 16 pri-

mary care physicians representing each

of the primary care academies, the

medical society, and hospital and com-

munity-based practitioners. It meets

monthly with staff support provided

by the Office.

Meetings typically focus on one

topic, with stakeholders invited to

participate. Recent topics include the

hospitalist concept, standardized forms

and policies for school health require-

ments, children’s mental health services

access, physician-to-physician conflict

resolution, improving access to spe-

cialty clinics for Rite Care members,

and emergency room prior-authoriza-

tion requirements.

Since many of these is-

sues involve a broad

range of stakeholders,

PCPAC is instrumen-

tal in the promotion of

collaborative problem

solving. Throughout

the years, PCPAC has

brought hospitals,

community-based pro-

viders, insurance com-

panies, and HEALTH
and its sister state agen-

cies, to the proverbial

table. The Committee

has proven to be one of

the most efficient and

effective means to pro-

mote inter-organiza-

tional collaboration focused on im-

proving primary care in Rhode Island.

Conclusion
Providing universal access to com-

prehensive primary care remains criti-

cal to improving health status. The

social cleavages of race, ethnicity, and

income are mirrored in disparities in

health status: vulnerable populations

have higher rates of a multitude of dis-

eases. Increasing access to primary

care, particularly for the underserved,

demands targeting resources and part-

nerships with primary care providers

and community-based organizations.

The Office of Primary Care functions

as a change agent to facilitate improved

access for vulnerable populations.
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Assessing and Responding to Pre/Periconception Risks

- Early Experience with the Rhode Island Womens
Health Screening & Referral Program

Williatn H. Hollinshead, MD, MPH, Marguerite B. Vigliani, MD, Nancy E. Walsh, RN, MEd,
Cheryl A. LeClair, MSW, and Lori A. Zelano

Abbreviations Used:

EFNEP Expanded Food and Nutrition

Education Program

WHSRP Women’s Health Screening &
Referral Program

Approximately 250,000 women
of childbearing age (ages 15-

44) live in Rhode Island, about

one-fourth of the state’s total popula-

tion. Each year, approximately 13,500

babies are born in Rhode Island and

about 5,500 miscarriages and termi-

nations are reported. It is estimated

that between one-third and one-halfof

all pregnancies in Rhode Island are un-

intended.

Rhode Island has adopted the re-

duction of unintended pregnancies as

a critical public health objective, and

one of the draft national Healthy People

2010 objectives focuses on increasing

the proportion of pregnancies that are

planned in the United States to at least

70%. A 1995 study estimated that

about half of the women in a Rhode

Island urban health center setting with

a negative pregnancy test will return

with a positive pregnancy test within a

year. Many of these pregnancies are

unintended, and many of these

women are threatened by preventable

risks to their own health and their

baby’s.

The Rhode Island Department of

Health’s Women’s Health Screening &
Referral Program (WHSRP) was devel-

oped to address four important public

health objectives: 1) to prevent unin-

tended pregnancies, 2) to improve

pregnancy outcomes by identifying

health risks and assuring appropriate

referrals both prenatally and during the

preconception period, 3) to identify

gaps in the existing services delivery

system, and 4) to create a risk-respon-

sive continuum of care for all women
of childbearing age, regardless of preg-

nancy status.

Implemented in 1997 as a pilot

project in several federally-funded Title

X family planning clinics and private

OB/GYN practices, the

WHSRP was expanded in 1998

to ten Title X family planning

clinics, located in high-need

communities with large con-

centrations of poverty. The

clinics serve approximately

12,000 patients each year: 97% are

women, 42% are from minority

groups, 90% have family incomes at

or below 150% of the federal poverty

level ($12,360 per year for a family of

one), and 47% are uninsured. Medic-

aid covers 34% of patients.

As a part of the WHSRP, all

women at participating clinics can re-

ceive a pregnancy test at no cost to

them. (If they have medical coverage

for the service, it is billed to the third

party. The rest are supported with fed-

eral Title V Maternal and Child Health

funds). All women receiving preg-

nancy tests are asked to fill out a vol-

untary 18-item “Care Questionnaire”

survey while they are waiting for the

results of their test. The survey is avail-

able in English and Spanish.

The Care Questionnaire was de-

signed by a partnership of family plan-

ning, obstetrical, and primary care

professionals to flag significant risks to

a woman’s health and pregnancy sta-

tus. Women who are identified with

one or more health risks through the

WHSRP are provided with education,

and may be referred to any one of the

following services, depending on their

pregnancy status: family planning,

smoking cessation, substance abuse

assessment, nutrition services, social

services, home visiting, domestic vio-

lence assistance, HIV/STD screening,

mental health services, genetics coun-

seling, community action programs,

immunization, and medical or early

prenatal care.

Figure 1

Care Questionnaires* (N=2,496)

40%

Medical Risks

"Cars Questionnaires with site numbers or project numbers.
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TABLE 1

NEGATIVE PREGNANCY TEST RESULTS
(N=1 ,330)

Behavioral Risks

86% Are Not Taking Folic Acid

70% Smoke or Are Around Others Who Smoke
25% Are Using Alcohol and/or Drugs

23% Have Concerns About Nutrition or Their Diet

16% Are Depressed or Have Other Mental Health

Problems

1% Have HIV Risks

Medical Risks

35% Do Not Know If They Are Immune To Rubella

16% Have Personal Medical Problems

11% Had Previous Pregnancy Complications

10% Have Birth Defects or Mental Retardation in Family

9% Had a Previous Newborn Who Was Premature or

Sick or Who Died

3% Are Positive For Hepatitis B, HIV, or AIDS

Socio-Economic Risks

15% Have No One At Home to Rely On for Help With A

Pregnancy

13% Have Transportation And/Or Child Care Problems

7% Do Not Have Enough Money For Food

4% Do Not Always Have Utilities And/Or Phone Service

2% Feel Threatened or Abused At Home

Findings

Of che first 2,565 Care Question-

naires filled out at the 1 0 Title X fam-

ily planning clinics in 1997 and 1998,

44% of the pregnancy tests were posi-

tive and 53% were negative. The re-

sults for about 3% were unknown at

the time the survey was completed.

Although 80% of the 2,565

women reported that their suspected

pregnancy was unplanned, only 34%
were utilizing a birth control method

at the time of the suspected concep-

tion. Still, 68% reported that, if their

pregnancy test were positive, they

would keep the baby with or without

support from the baby’s father.

The Care Questionnaire includes

seven risks that can be considered

“medical; “ six, “behavioral;” and five,

“socio-economic.” In the “medical”

risk category, 34% of the women re-

ported that they did not know if they

were immune to rubella, 14% reported

that they had a variety of personal

medical problems, and only 14% re-

ported taking a multi-vitamin with

folic acid (Figure 1).

In the “behavioral” risk category,

63% of these women reported that

they smoked tobacco or were around

others who did, 20% reported alco-

hol and/or drug use, and 14% had de-

pressive or other mental health

concerns (Figure 2). In the “socio-

economic” risk category, 15% stated

that they had no one to rely on at home

and 13% reported transportation and

/

or child care

problems that af-

fected their

medical visits

(Figure 3). Two

percent of re-

spondents
voiced concerns

about threats

and violence.

Some of the

“behavioral”

health risks iden-

tified through

the WHSRP
were even more

dramatic among

women with

negative preg-

nancy test results

(Table 1). Of
the 2,565

women who par-

ticipated in the

WHSRP, 1,330

tested negative.

Of these

women: 70%
said that they smoked tobacco or were

around others who did, 25% that they

used alcohol and/or illicit drugs, and

16% that they were depressed or had

some other mental health concerns.

Women with negative pregnancy test

results also reported high rates of con-

cern about nutrition or their diet

(23%).

Discussion

The WHSRP resulted in numer-

ous referrals (Table 2). The WHSRP
has identified several gaps in the exist-

ing continuum of care for women with

negative pregnancy test results in

Rhode Island. Many of the risks in-

volve major opportunities for effective

prevention:

Folic Acid
Folic acid can reduce the risk of

certain birth defects that develop dur-

ing the first few weeks of pregnancy,

before many women suspect that they

are pregnant. Presently, we recom-

mend that all women ages 1 2-50 years,

whether they are planning a pregnancy

or not, consume 400 micrograms of

folic acid daily to reduce the risk of

those birth defects.

Many nonpregnant women do

not know they should be taking folic

acid. In a 1998 Gallup/March of

Dimes national survey of 2, 1 1 5 women

ages 18 to 44 years, only 13% knew

that folic acid could help prevent birth

defects, and 7% that folic acid should

be consumed prior to pregnancy. Fur-

Figure 2

Care Questionnaires* (N=2,496)
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Figure 3

Care Questionnaires* (N=2,496)

Socio-Economic Risks

’Care Questionnaires with site numbers or project numbers.

ther, only 29% were taking a daily

multi-vitamin containing folic acid

when not pregnant. Pregnant women
with health care coverage have pre-

scriptions for prenatal vitamins. The

Rhode Island non-pregnant women in

this study, though, generally did not

know they should be taking folic acid

(available over the counter). Because

halfof these women will become preg-

nant within a year, it is critically im-

portant to develop strategies that alert

non-pregnant, uninsured, poor women
to the importance of folic acid, and to

make it more accessible to them.

Tobacco Exposure
After years of declining tobacco

use, over 200,000 adults still smoke

cigarettes. Rates of smoking remain

high among pregnant women (15%),

and about 2,000 Rhode Islanders die

prematurely from tobacco-related dis-

eases each year.

Babies born to women who smoke

while pregnant are at a higher risk for

adverse outcomes, including low

birthweight and prematurity. One in

six women who give birth in Rhode

Island smoked cigarettes while preg-

nant. Smoking during pregnancy is

also associated with an increased risk

of miscarriage, stillbirth, and infant

death. Tobacco use by mothers (and

fathers) can also adversely affect chil-

dren after birth, since exposure to sec-

ond hand smoke increases a child’s risk

of asthma, pneumonia, and bronchi-

tis.

Quitting smoking is notoriously

difficult - fewer than 10% of the 15

million Americans who try to quit each

year succeed. Studies indicate that

85% ofsmokers want to quit, and most

try at least five times before they suc-

ceed. A number of studies have dem-

onstrated the effectiveness

in counseling in changing

the smoking behavior of

individuals, with increases

in abstence rates ranging

from 3 to 25%.

Nictotine replacement

therapies can also bolster

smoking cessation. Stud-

ies have shown that 12-

month smoking cessation

rates double to 9 to 25%
with the nicotine patch,

and smokers who use the

newer nicotine inhaler are

twice as likely to quit as

those using a dummy de-

vice. More recently,

nearly half the smokers

using the nicotine-free

antidepressant
Wellbutrin® for two to

three months kicked the

habit, compared with a

quarter of those taking a

placebo. Combining the

antidepressant with the

nicotine patch improved

the succcess rate to nearly 60%.

Many managed care programs in

Rhode Island (including Rite Care)

cover smoking cessation programs for

pregnant women. But many non-preg-

nant, uninsured, poor women do not

have ready access to these aids. The

recent approval of federal tobacco

settlement funds for community-based

tobacco prevention efforts may provide

Rhode Island with some new oppor-

tunities in this area.

Nutrition
Good preconceptional nutrition

improves pregnancy outcomes. Al-

though 23% of the women with nega-

tive pregnancy test results who
participated in the WHSRP reported

concerns about nutrition or their diet,

few had options to address their con-

cerns. In Rhode Island, pregnant or

breast-feeding women and children are

eligible for WIC nutrition and food

assistance. However, non-pregnant,

uninsured, poor women have fewer

opportunities to access nutrition edu-

cation services.

In fact, in Rhode Island few nu-

TABLE 2

WHSRP REFERRALS

Type of Number of

Referral Referrals

Family Planning 1,389

Adolescent Self-Sufficiency or

Town Teen Network Program 35

Prenatal/Early Prenatal Care 992

Medical Provider 17

Rite Care 145

Nutrition Services, including WIC 1,756

Home Visiting Services 117

Social Work Services 242

Community Action Program 24

Tobacco Cessation 481

Substance Abuse 47

Domestic Violence 34

Genetic Counseling 69

Mental Health Services 61

HIV Screening 53

Immunization 195

Education

Tobacco 637

Substance Abuse 2

Nutrition 235
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trition programs specifically target low-

income women without children. Rhode

Island’s Expanded Food and Nutrition

Education Program (EFNEP) helps ur-

ban, low-income families to acquire

knowledge, skills, and changes in behav-

ior to achieve nutritional diets. Low-

income families in the state’s non-urban

(and some urban) communities are not

eligible for EFNEP. The Rhode Island

Community Food Bank operates a basic

nutrition education workshop, Eating

Right, for low-income individuals on a

limited basis. Rhode Island’s Home Vis-

iting Program, which includes a nutri-

tion education component, does not

presently serve non-pregnant women.

Teens
Of the 2,565 women who participated in the WHSRP,

10% were adolescents. The suspected pregnancy was un-

planned for 92% of the 256 adolescents who completed

Care Questionnaires. Adolescent girls with a negative preg-

nancy test result are a priority target group for pregnancy

prevention intervention. Of the 256 adolescents who par-

ticipated in the WHSRP, 66% had a negative pregnancy

test result.

In Rhode Island, the Department of Human Services

funds Adolescent Self-Sufficiency Programs to help prevent

repeat pregnancies among pregnant and parenting girls, and

the Starting Right child care initiative includes funding for

adolescent after-school programming, which will include

youth development opportunities and pregnancy preven-

tion strategies. However, there are few opportunities for

adolescent girls who are clearly sexually active, but not yet

pregnant, to receive the intensive follow-

up and support services that many ado-

lescents need to avoid unintended

pregnancy. The state has started a seri-

ous discussion of youth success strate-

gies, including after school programs,

school-based health services, and com-

munity mentoring to protect the health

and school success of these adolescents.

Conclusion
The WHSRP is well-accepted and

identifies significant preventable health

risks at the time of pregnancy testing.

The expansion of Medicaid managed

care in Rhode Island seeks to improve

the health of pregnant women and their

babies. However, many of the risks are best addressed be-

fore conception, and non-pregnant, uninsured, poor women
do not have the same opportunities that pregnant women
have to address identified risks.

Some of those risks pose major preventive opportuni-

ties, such as the use of folic acid prior to conception, smok-

ing cessation, nutrition education, and adolescent pregnancy

prevention. However, non-pregnant women (especially

those who are uninsured and poor) often have difficulty

accessing such services in Rhode Island. In our efforts to

prevent unintended pregnancy and improve birth outcomes,

we must focus on all women, pregnant and non-pregnant.
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of Family Health policy and programs in the Rhode Island

Department ofHealth.
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Unit, Rhode Island Department ofHealth.
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Health Nurse to the Adolescent and YoungAdult Health Unit,

Rhode Island Department ofHealth.

Cheryl A. LeClair, MSW, is Family Planning Program

Manager, in the Adolescent and Young Adult Health Unit,

Rhode Island Department ofHealth.

Lori A. Zelano is Community Program Liaison Worker,

in the Adolescent and YoungAdult Health Unit, Rhode Lsland
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Although 80% ofthe

2,565 women reported

that their suspected

pregnancy was

unplanned, only 34%
were utilizing a birth

control method at the

time ofthe suspected

conception.
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Water Systems to Report Drinking Water Quality to

All Customers: How Can Health Professionals Prepare for

the Questions That These Reports Will Generate?

Kathleen McCarty, June Swallow, PE, Robert Vanderslice, PhD, Walter S. Combs, Jr, PhD

Consumer Confidence Re-

ports: What Are They? Why
Are They Important To
Physicians?

Annually, beginning in October

1999, Rhode Island residents on pub-

lic water supplies will receive Con-

sumer Confidence Reports (CCRs)

either in the mail, along with their wa-

ter bill, or through their local newspa-

per. These brief annual water quality

summaries include data on contami-

nants in the water. The Rhode Island

Department of Health (HEALTH) ex-

pects that patients will look to physi-

cians for guidance in interpreting these

reports. This article provides informa-

tion about CCRs and public drinking

water systems to help physicians an-

swer their patients’ questions.

HEALTH oversees the quality of

drinking water in Rhode Island and

assures that water systems comply with

safe drinking water requirements.

HEALTH also regulates bottled water

in Rhode Island. To ensure the safety

of drinking water in the state,

HEALTH not only tests thousands of

water samples each year but also con-

ducts comprehensive inspections of the

water systems, including the drainage

areas around water sources and the

treatment, storage and pumping facili-

ties. HEALTH maintains databases on

public water systems and is able to pro-

vide engineering and health effects ex-

pertise. HEALTH also has extensive

contacts with federal agencies con-

cerned with public health and can as-

sist in interpretation of state and federal

laws relating to public health.

CCRs are a provision of the Safe

Drinking Water Act, amended in

1996. 1 The United States Environ-

mental Protection Agency (USEPA)

intends CCRs to inform consumers

about any contamination in their

drinking water and to increase aware-

ness about the importance of pro-

tecting drinking water sources

from inappropriate development.

CCRs include information on the

sources of drinking water, defini-

tions of key terms, data on levels

of contaminants in drinking wa-

ter, explanations of compliance

with other drinking water regula-

tions, and required educational in-

formation. CCR regulations

apply to new and existing commu-

nity water systems, that is, public

water systems that provide piped wa-

ter to at least 15 service connections

or are utilized by 25 residents daily. In

Rhode Island there are 90 public wa-

ter systems, serving more than 90% of

the population, that are required to

write CCRs. In addition, the two

systems that provide drinking water for

100,000 or more consumers (the

Pawtucket Water Supply and the Provi-

dence Water Supply) must post their

CCRs on the Internet.

Interpreting the Consumer
Confidence Reports

In Rhode Island drinking water

from public supplies is safe for con-

sumption, except in unusual circum-

stances. On occasion, bacterial

Mostpeople do not realize

that they are exposed to the

chemicals listed in the CCR

from a variety ofsources,

and that their drinking

water may contribute only a

smallpercentage oftheir

total exposure.

Abbreviations Used:

ATSDR Agency of Toxic Substances

and Disease Registry

CCR Consumer Confidence

Reports

FDA Food and Drug Administra-

tion

HEALTH Rhode Island Department of

Health

USEPA United States Environmental

Protection Agency

contamination has occurred, and

HEALTH has worked with the water

suppliers to publicize, and correct, the

problem. All public water supplies are

regularly tested by HEALTH or by the

suppliers themselves. Contaminants re-

ported on the CCR at levels below the

standard levels are safe and are not

known to result in any health effects.

HEALTH asks that health care

providers look upon CCRs as an op-

portunity to discuss their patients’ con-

cerns about exposures to chemicals,

especially from sources other than

drinking water. Ideally, patients will

then evaluate their own behaviors and

identify how they can best limit their

exposures to chemicals of concern.

Most people do not realize that

they are exposed to the chemicals listed

in the CCR from a variety of sources,

and that their drinking water may con-

tribute only a small percentage of their

total exposure. The contaminant lev-

els reported on the CCRs are likely to

be within the safety standards but will

probably not be at zero. Figure 1 pro-

vides some information on common

compounds that will be reported on the

CCR at trace levels but also exist in

our everyday environment. For ex-

ample, patients could more effectively

decrease their exposure to benzene by

quitting smoking, storing benzene-

containing compounds such as gaso-

Medicine and Health / Rhode Island
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1
1
hese

are

“worst

case”

scenarios.

Public

water

supplies

in

Rhode

Island

typically

have

levels

that

are

far

less

than

maximum

allowable

levels

of

contamination.

With

the

exception

of

nitrate,

summary

information

on

these

chemicals

can

be

obtained

from

the

ATSDR

website

www.atsdr.uov/toxfaq.hlml

More

detailed

information

can

be

obtained

from

the

Toxicological

Profiles

for

these

chemicals.

Complete

citations

are

included

in

Reference

2
at

the

end

of

this

article.

I
otal

intake

lrom

consuming

2
liters

per

day

of

water,

which

contains

that

chemical

at

the

drinking

water

standard.

Common

activities,

which

produce

exposures,

approximately

equivalent

to

that

obtained

from

daily

water

consumption

at

the

drinking

water

standard.



line and paints in a storage shed

outside of their homes, and using

full service gasoline stations. Ad-

ditional information on CCR
chemicals can be obtained from

the ATSDR Toxicological Pro-

files .

2 Information specific to fluo-

ride may be found in Kaminsky et

al .

3

Lead and copper will appear

on a CCR. Lead and copper lev-

els result from lead pipes and lead-

soldered copper pipes in plumbing

and distribution lines. Lead lev-

els can be reduced simply by al-

lowing water to run through the

pipes for a few minutes before us-

ing it. This flushes the lines and

brings in fresh water from the dis-

tribution line. Lead exposure can

also be reduced by only using cold

water for drinking or cooking,

since heat will increase the disso-

lution of lead into water. To pre-

vent childhood lead poisoning,

parents must protect their children

from the hazards of lead-based

paints. Concerned parents can

learn more about protecting their

children from lead by contacting

HEALTH.
Patients may be concerned

over the terminology used in the

required health effects language

as determined by the USEPA.

These reports will contain the

following statement, “Some

people may be more vulnerable

to contaminants in drinking

water than the general popula-

tion. Immunocompromised

persons such as persons with

cancer undergoing chemo-

therapy, persons who have un-

dergone organ transplants,

people with HIV/AIDS or other

immune system disorders, some

elderly, and infants can be at risk

from infections.” This language

is required because tap water is

not sterile, and neither is bottled

water. Individuals who need

sterile water must boil their

drinking water no matter what

the source. It is essential that

individuals understand that

while the water might pose a

challenge to immunocomp-
romised persons, it is safe for the

general public. If patients are

concerned that their drinking

water is not sterile, perhaps the

following analogy will be help-

ful. Clothes fresh off the clothes-

line are considered fresh and

clean, but they are not sterile.

Figure 2: Resources for Health Care Providers

Home Treatment Devices and
Bottled Water Facts

Persons who are considering using home
treatment devices or bottled water be-

cause of the trace levels of contaminants

reported in the CCR should know the

following about bottled water and home
water filters:

• The standards for regulation of bottled

water are practically the same as for

public drinking water. Bottled water

is regulated as a food product by the

FDA, while tap water is regulated by

the EPA. Both are regulated by

HEALTH.

• A large number of people drink bottled

water because they prefer the taste.

However, the taste of tap water can

be improved by refrigerating it,

• Bottled water is much more expensive

than tap water. A person who drinks

2 liters of bottled water per day

spends $15 to $45 per month.

• Water filters are recommended only

when contaminant levels exceed es-

tablished standards.

• Proper maintenance of home treat-

ment devices is essential for ensur-

ing a safe supply.

TYPE OF INFORMATION NEEDED BY HEALTH CARE PROVIDERS RECOMMENDED REFERENCE SOURCE
General information on Consumer Confidence Reports http:www.epa.gov/safewater

Information about interpreting CCRs
Purdue University Cooperative Extension Service

Phone: (765)494-8422

Email: fourh@four-h.purdue.edu

Expertise on drinking water specifically in Rhode Island The Rhode Island Department of Health website:

http//:www.health.state.ri.us

The USEPA website on drinking water in Rhode Island:

http://www.epa.gov/OGWDW/dwinfo/ri.htm

Point of contact for Expert Consultation June Swallow, P.E., Chief

State of Rhode Island Department of Health

Office of Drinking Water Quality

Three Capitol Hill, Room 208

Providence, RI 02908-5097

Phone: (401)222-6867

Fax: (401)222-6953

Robert R. Vanderslice, Ph D.

State of Rhode Island Department of Health

Environmental Health Risk Assessment, Chief

Three Capitol Hill, Room 208

Providence, RI 02908-5097

Phone: (40
1 )
222-4948 ext. 2 1 03

Fax: (401)222-6953

Additional information on symptomatic patients from national experts qualified to

provide medical advice

Agency for Toxic Substances and Disease Registry(ATSDR)

Phone: (800)447-1544

http://www.atsdr.cdc.gov/toxfaq.html

Family Health Information Line for parents to learn more about lead and their children's

health

(800) 942-7434
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Nor do they need to be for general pur-

poses. But bandages for cuts do have

to be sterile in order to reduce the

chances of infection. Water that is safe

for consumption by the general pub-

lic is not sterile, but is safe.

Immunocompromised individuals, on

the other hand, have to take extra pre-

cautions to preserve their health since

they are more susceptible than the gen-

eral public.

Patients may link their symptoms

to the contaminants reported in the

CCR. But the trace levels of chemical

contaminants in Rhode Island public

drinking water supplies would not be

expected to cause acute symptoms.

Physicians can assure patients that

drinking water standards are created to

protect against health effects after life-

time exposure to 2 liters of water per

day and can continue to advocate that

people consume 8 glasses, or 2 liters,

of water per day in order to maintain

proper hydration. Figure 2 presents

several informative resources for CCR
reports, drinking water in the State of

Rhode Island, and contact information

for the Agency ofToxic Substances and

Disease Registry (ATSDR) on exposure

to these chemicals and symptomatic

patients.

Summary
The ultimate safety of drinking

water depends upon protection of

source waters and construction and

maintenance of reliable drinking wa-

ter treatment and distribution systems.

These objectives require public sup-

port. Physicians can encourage their

patients to call their water suppliers and

advocate for investment in effective

treatment systems and support zoning

that will protect water supply water-

The standardsfor

regulation ofbottled

water are practically the

same asforpublic

drinking water.

sheds and wellheads.

The Consumer Confidence Re-

ports are meant to inform consumers

about their drinking water supply.

Consumers should use the reports to

verify that their drinking water meets

all health standards and to understand

some of the potential threats to their

drinking water quality. Physicians may

use the reports as an opportunity to

discuss the many types ofenvironmen-

tal exposures and ways to reduce these

exposures. As a crucial component

of the public health community, this

is your opportunity to encourage your

patients to become more aware of their

environment and its impact on their

health.
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Utilization Review:

A Practical Approach for Physicians

a

Donald C. Williams, MA, and Luis M. da Costa

Overview of Managed Care
Regulation In RI

The Rhode Island Department of

Healths (HEALTH) Office ofManaged

Care Regulation (OMCR) has statutory

and regulatory jurisdiction over health

maintenance organizations (HMOs), uti-

lization review (UR) agencies, and health

plans (HPs) through the State of Rhode

Islands Rules and Regulations for the As-

sessment of Health Care Services of

Health Maintenance Organizations

(R27-41-HMO), the Rules and Regula-

tions for the Utilization Review ofHealth

Care Services (R23-17.12-1-UR), and

the Rules and Regulations for the Certi-

fication of Health Plans (R23-17.13-

CHP). This article seeks to provide

physicians with a briefoverview ofman-

aged care regulation in Rhode Island with

emphasis on UR and how physicians may

utilize this regulatory program to provide

medically necessary covered services to

their patients.

The HP Program
OMCR’s HP Program, which in-

cludes the oversight of HMOs, assures

availability, access, quality, and continu-

ity of care through health plan certifica-

tion, consumer disclosure, provider due

process, and complaint investigation. A
health plan provides for the delivery of

health care services to enrollees. It con-

tracts with selected providers to deliver

health care services, and enrollees are

given financial incentives to use their

health plan’s participating providers and

covered procedures. The specific ser-

vices included under the patients health

care contract with the insurer are called

“covered services.” Presently, there are

26 health plan entities (58 certified health

plans), of which 6 are also certified as

HMOs.

Abbreviations Used:

CHDR Center for Health Dispute

Resolution

HEALTH Rhode Island Department of

Health

HMO health maintenance

organizations

HP health plan

MassPRO Massachusetts Peer Review

Organization

OMCR Office of Managed Care

Regulation

UR utilization review

Utilization Review:

The Definition, The Program,

The Process

The regulatory definition of

Utilization Review is “the prospec-

tive or concurrent assessment ofthe

necessity and appropriateness ofthe

allocation of health care resources

and services of a provider, given or

proposed to be given to a patient or

group ofpatients.” UR, more prac-

tically defined, is a review of a phy-

sician-ordered service to determine

whether the service rendered or to

be rendered is medically necessary

and, therefore, covered for payment. UR
may be applied to review of covered ser-

vices only. A health plan cannot be made

to pay for a non-covered service, even if

a physician thinks the service is neces-

sary. Utilization Review enables health

plans to control costs.

Through its regulatory authority to

certifyUR agencies and ensure their com-

pliance with state requirements, OMCR
attempts to guarantee access, quality, and

continuity ofcare. In Rhode Island, any

entity performing UR must be certified

with HEALTH as a UR agency. If an

uncertified UR agency is found perform-

ing UR, administrative action to secure

compliance will be taken. Currently,

fifty-eight UR agencies are certified

within the state.

UR may be performed prospec-

tively, concurrently, or retrospectively. In

the past, only prospective and concur-

rent reviews were regulated under Rhode

Island General Law, but recently, Chap-

ter 17.12 of the Rhode Island General

Laws, Health Care Services - Utilization

Review Act has been amended to cover

retrospective review as of January 1,

2000.

A “prospective” (or prior-authoriza-

tion) review for medical necessity is con-

ducted before the services are rendered

“Concurrent” review takes place

while the services are being rendered.

“Retrospective” review takes place

after the services are delivered.

Adverse Determination/Decision not to

Certify

The regulatory definition of an ad-

verse determination is “any decision by a

review agent not to certify an admission,

service, procedure, or extension of stay

[medical action]
;
provided, however, that

a decision by a reviewing agent to certify

an admission, service, or procedure in an

alternative treatment setting, or to cer-

tify a modified extension ofstay, shall not

constitute an adverse decision if the re-

viewing agent and the requesting pro-

vider are in agreement regarding the

decision. ” If the UR agency determines

that a patients medical care is unneces-

sary, no alternative medical action is

agreed upon, and payment is denied,

then this decision not to certify is referred

to as an adverse determination. The pa-

tient, someone on the patients behalf,

the attending physician, or another pro-

vider may appeal an adverse determina-

tion.

Requirements for an Adverse Determi-

nation

All adverse determinations must be

made, signed, and documented by a

qualified physician, defined as “a licensed

practitioner with the same licensure sta-
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tus as the ordering practitioner or dentist

or a licensed physician or dentist in the

same or similar specialty, which usually

manages the procedure in question.’’ The

UR agency’s qualified physician must dis-

cuss with the attending physician the de-

cision not to certify, before the

determination. Ifthe attending physician

is not reasonably available, then the re-

viewing physician can make an adverse

determination, but must show documen-

tation of the unsuccessful efforts to con-

tact the attending physician. Therelore,

if the physician feels that his/her medical

decision is necessary for the patient, then

the physician must make himself/herself

available to discuss/defend that decision.

The physician ought to compile as much

clinical information as possible when re-

futing aUR denial because the more clini-

cal information the ordering physician

provides supporting his/her clinical ratio-

nale, the stronger and more substantiated

the case will be. The decision to provide

treatment or service, and which treatment

or service is best suited for the patient, is

the responsibility of the attending physi-

cian and the patient. After an adverse de-

termination, the patient and/or provider

is entitled to two levels of internal appeal.

The review agency is obligated to inform

the patient and provider of the internal

appeal procedure.

Request for Review and Notification of

Decision

A written or verbal request made by

or on behalf of a patient for an evalua-

tion of a medical action needs to show

the urgency for a response. If a request

is made verbally, it also must be submit-

ted in writing to the review agency within

seven days. If the UR agent denies certi-

fication of and payment for a medical

action due to lack of medical necessity,

the review agent must notify the attend-

ing physician and the individual patient

of its adverse determination within one

business day after receiving all informa-

tion necessary to complete the review.

All information to be reviewed by the UR
agent must be relevant to the UR pro-

cess, and individual medical records must

be kept in strictest confidence. In the

case of a concurrent determination, no-

tification of denial must be sent out no

later than one business day before the

current certified period of treatment ex-

pires. Written communication of an

adverse determination must include:

a) the principal reasons for the adverse

determination,

b) the procedures to initiate an appeal

of the denial,

c) the telephone number of the con-

tact person for the appeal, and

d) a reasonable time period to file an

appeal.

Each UR agency is

obligated to explain the

criteriafor medical

necessity evaluation used

to make their decisions

when reviewing a case.

Internal Appeals Process: Two
Levels

A clear understanding ofthe appeals

process is imperative for physicians to

advocate for their patients’ medical needs

and their own clinical judgment. Sec-

tions 6 and 7 of the UR Regulations set

the standards for the internal and exter-

nal appeals process respectively. Rhode

Island General Law mandates that each

Rhode Island certified UR agency offer

two levels of internal appeal. The review

agent has 15 business

days to inform the at-

tending physician and

the patient in writing of

the first level appeal de-

cision. Ifverbal commu-

nication is given within

15 business days, the

written notice is to be

Table 1

UR Appeals Summary, 1998

30 % of all prior and concurrent authorizations were

appealed

1 9% of those appeals were overturned at the first level

26% of the appeals that went to second level were

overturned

42% of appeals reviewed by an external agency were

overturned

made no later than 21 business days. If

an appeal has been defined as an emer-

gency, then an expedited review (at ei-

ther the first or second level internal

appeal) must be initiated and completed

within 2 business days.

If the first appeal decision is unsat-

isfactory to the appealing party, then the

UR agency must afford the appealing

party the second level of internal appeal.

The appealing party will have the oppor-

tunity to inspect the UR file and add

information in writing before a final de-

cision at the second level of appeal is

reached. If additional information is to

be added, it must be done in compliance

with all state and federal laws which pro-

tect the confidentiality of medical

records. The UR agent may not add any

new information requirements. The ap-

pealing party may merely request that the

existing information be re-evaluated.

The second level appeal decision

must be furnished to the patient and pro-

vider within 15 business days after re-

ceiving all case related information. If

verbal notice is given within 15 business

days, then written notification must be

made no later than 21 business days. The

appealing party must be informed of the

availability of the two state-designated

external review agencies and the means

for initiating an external appeal. Unlike

both levels of internal appeals, which are

free, the external review agencies charge

a fee for reviewing a case. Typically, the

appellant’s cost of a non-psychiatric ser-

vice denial averages $200 while the cost

of an appeal of a psychiatric service de-

nial averages $250.

External Appeals Process:

Two Certified Agencies

The HEALTH designates 2 inde-

pendent external review agencies, the

Center for Health Dispute Resolution

(CHDR) and the Massachusetts Peer

Review Organization (MassPRO). These

agencies are independent oftheUR agen-

cies, the HEALTH, and the parties in-

volved. When requesting an external

review, the appealing party must contact

the UR agency in writing within sixty

days after being informed of the second

level denial. A check payable to the ex-

ternal review agency for one half of the

predetermined fee (which includes all ad-
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ministrative costs and the cost of the re-

viewing clinician) must be attached to

the written request in order to begin the

external appeals process. The UR agency

pays the other half of the fee.

After receiving the request and

check from the appealing party, the re-

view agent has 5 days to send to the ex-

ternal review agency (CHDR or

MassPRO):

• the complete file upon which the

adverse decision was based includ-

ing the specific findings of the ad-

verse determination,

• the specific review agency criteria

utilized in rendering the adverse

determination, and

• documentation that payment has

been authorized for the pre-deter-

mined fee of the external review.

Upon receipt of all necessary infor-

mation and full payment for the review,

the external appeals agency has 2 busi-

ness days to make a final determination

for expedited appeals and 10 business

days for all other non-emergency (stan-

dard) appeals.

The external review agency must

base its decision on the criteria for medi-

cal necessity denial used by the UR
agency, as well as the medical necessity

and appropriateness of the medical ac-

tion. Notice of this decision, which is

final and binding, will be sent to the pa-

tient and his/her physician, and will in-

clude the rationale for the determination.

Pursuant to amendments made this year

to the UR Act, after January 1 , 2000,

the appealing party will receive a refund

from the UR agent of its portion of the

external appeal fee if the external agency

overturns the UR agents denial of cov-

erage. Judicial review is the only other

option afforded to any party still ag-

grieved by the decision.

Restrictions on Reviewer

Certain restrictions and obligations

are placed on the reviewer. For instance,

a reviewer cannot receive any type of fi-

nancial incentive to uphold an adverse

determination. Also, if a reviewer has

been involved in the prior review of a

case or in the direct care of the patient, s/

he is not allowed to be the sole reviewer

of the same case under appeal. If infor-

mation is added, the initial reviewer who

made the adverse determination may

conduct the first level appeal. The UR
agent must be accessible to patients, pa-

tients’ families, and physicians at least 8

hours per each business day in Rhode

Island, from 7:00 AM to 6:00 PM.

Criteria

Each UR agency is obligated to ex-

plain the criteria for medical necessity evalu-

ation used to make their decisions.

Screening criteria and review procedures for

medical necessity assessments are to be es-

tablished with the input oflocal physicians.

Opportunities must be made available for

review and comment from local physicians.

Physicians can be proactive in theUR pro-

cess by joining a UR agency’s advisory

board. Physicians may also request to re-

view the criteria that are used by the utili-

zation review agency. If the physician is

dissatisfied with the criteria, then s/he ought

to bring it to the attention oftheUR agen-

cies and the HEALTH.

Prescription Medication

Ifthe attending physician prescribes

medication that is not on the health plan’s

formulary, per Rhode Island Law, a pa-

tient or the attending physician is allowed

to appeal for coverage of that specific

drug. In order to appeal, the attending

physician must show that the medica-

tion prescribed is medically necessary for

the patient. When the non-formulary

medication meets the health plan’s medi-

cal exception criteria, coverage must be

given. The health plan’s medical excep-

tion criteria must be in accordance with

Section 3(c)(3) ofthe Rhode Island Rules

and Regulations for the Certification of

Health Plans (R23-17.13-CHP).

Complaint Resolution

In response to a written complaint,

the HEALTH has the authority to re-

view any internal or external appeals pro-

cesses regarding adverse determinations.

In order to respond adequately to the

complaint, the HEALTH may request

that the review agent, the provider, or

patient submit, in writing, information

on the status, processing, outcome, and

rationale of the decision in question.

OMCR’s UR Program sets reporting re-

quirements for UR agencies and allows

for complaint investigation.

Summary
Rhode Island has rules and regula-

tions for UR, as well as an appeals pro-

cess. When the appeals process is used, it

is more often than not successful. (Table

1) If questions arise concerning the UR
Act, the UR process, the appeals process,

the rights of patients, physicians, and re-

viewers, or the authority of the

HEALTH, please contact OMCR. For

a copy of the Rules and Regulations for

the Utilization Review of Health Care

Services (R23-17.12-1-UR), please write:

Rhode Island Department of Health

Office of Managed Care Regulation

3 Capitol Hill

Cannon Building, Room 410

Providence, RI 02908
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Communicating Public Health Via the Internet in RI:

www.health.state.ri.us

RobertJ. Marshall, Jr, PhD, and Barry Levin

Abbreviations Used:

CDC Centers for Disease Control

and Prevention

HARI Hospital Association of Rhode

Island

HEALTH Rhode Island Department of

Health

HPHC-NE Harvard Pilgrim Health Care

of New England

The United States claims more

Internet users than any other

country (an estimated 133 mil-

lion in 2000). 1 Usage increased dra-

matically over the last 5 years. In Rhode

Island, the number of adults with com-

puters at home rose modestly from 43%
to 49% between 1996 and 1999, but

the percent of them who access the

Internet from a computer at home

nearly doubled from 39.6% to 75.2%. 2

As of February 2000, most US workers

(80%) report using e-mail and word

processing at work; 77% browse the

Internet at work. 3

The US also contains the largest

proportion of people who use the

Internet to search for health informa-

tion. According to the Georgia Insti-

tute of Technology’s 10th annual user

survey, more Americans use the Internet

for health information than users in

Europe and other areas. (Figure l).
4

More than 42% of US users access

health information via the Internet at

least monthly. By one account 17.5

million US adults use the Internet for

this purpose. 5 Researchers also found

that 81% of consumers who go online

for health information say the informa-

tion is “either useful or very

useful.”

Consumers turn to the

Internet, in part, because of

what they regard as a lack of

information from traditional

sources. They want to make

informed decisions about

their health care. They pre-

fer not to remain dependent

solely on professional advice;

they want to uncover the information

themselves. As a result, new websites,

such as DrKoop.com and

WebMD.com attract millions of in-

quiries each day.

Web-based health information is

distributed unevenly through the

population. Persistent, even expand-

ing gaps between the access of racial

and ethnic groups to the Internet

present a nagging problem. Accord-

ing to a US Department ofCommerce

survey,
6 44% of whites own comput-

ers compared to 20% of blacks, 25.5%

of Hispanics and 55% of Asians.

Among families earning $15,000 to

$33,000, more than 33% of whites

owned computers compared to 19%
of African Americans. Furthermore,

the gap increased 62% since 1994

—

despite plunging computer prices. The

survey report recommends providing

online access at community centers,

schools, libraries and other public fa-

cilities, to compensate for lack ofhome

access.

Physician use of the Internet pre-

sents quite a different picture: 85% of

US physicians surveyed in 1999 re-

ported using the Internet - an increase

of875% compared with 1997.
7 Nearly

two thirds of physicians used e-mail

daily and one third communicated

with patients via e-mail in 1999 - a

jump of200% over 1998. E-mail com-

munication with patients did not even

register on previous surveys of physi-

cians. In 1999 one-third of US physi-

cians and group practices maintain

websites, with an additional 16% plan-

ning to establish a site within the next

year.

The Internet is fast becoming the

predominant source of health informa-

tion and communication for health

professionals as well as the public. It

also provides a useful tool for state and

local officials to communicate with

physicians and the public about health

issues. It gives practicing physicians

an easy way of staying up-to-date on

local health issues and provides a place

to refer inquiring patients who need

credible sources of information about

health in their own community.

Keeping the connection current

takes time and effort. Like other areas

Figure 1

Percent Who Use the Internet

for Medical Information

USA, Europe and Other Areas

Daily Weekly Monthly Less Than Never
Once/Mo

Source: GVU’s 10th WWW User Survey (October 1998) Copyright 1998 GTRC

14)
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of health, public health information

changes constantly. For the first time,

the Healthy People 2010 Objectives for

the Nation 8 contains a goal on health

communications, “Improve the qual-

ity of health-related decisions through

effective communications.” It defines

health communications as “the art and

technique of informing, influencing

and motivating individual, institu-

tional and public audiences about im-

portant health issues. Its scope includes

disease prevention, health promotion,

health care policy and business, as well

as enhancing the quality of life and

health of individuals within the com-

munity.”

In anticipation of the emerging

role of health communications, the

Rhode Island Department of Health

(HEALTH) established public health

information and expertise as its two

“key strategic assets.” Transforming

public health data into information

which is accessible and usable by the

general and professional public contin-

ues to be a challenge. Like other health

fields, public health knows that books

and reports alone fail to satisfy the

public’s demands for timely informa-

tion. The Internet provides an alterna-

tive with video, audio and interactive

data analysis as options for future de-

velopment.

Rhode Island Department of Health

(HEALTH) Website:

www.health.state.ri.us

Launched in late 1998, HEALTH
designed its website to fulfill distinct

functions corresponding with the “es-

sential services of public health.” 9

(Table 1) The HEALTH website di-

rects information to health profession-

als, media, general public and

community audiences depending on

the issue and the type of intervention

needed (community mobilization or

physician advisory). Since its incep-

tion, the website provides a key re-

source for communicating public

health information, highlighted in

these three vignettes.

Meningitis in Rhode Island (1998):

Diagnosing health problems and mo-

bilizing community action

The unexpected rise in meningo-

coccal cases in Rhode Island during the

first seven weeks of 1998 caused the

deaths ofthree children and precipitated

a statewide panic. Anxious families

gridlocked hospital emergency rooms

and physician offices throughout the

area. Responding to the crisis involved

maintaining continuous and nearly in-

stant communication with at least four

distinct audiences: community physi-

cians, media outlets (press, TV, radio),

general public, and local organizations,

including hospitals, schools and city/

town government. In addition to faxing

documents to long lists of recipients,

HEALTH used the Internet to get in-

formation out quickly and efficiently.

By the first week in March 1998,

the increased availability ofpublic health

information began to allay public anxi-

ety and turn panic into an organized

community response. Over the next

several weeks, local organizations, such

as hospitals and schools, immunized

over 200,000 children and youth

through more than 150 community

clinics. Although no additional con-

firmed cases of meningococcal disease

occurred during 1998, the episode be-

Table 1

Selected HEALTH website materials corresponding

to essential services of public health

Essential Services of Public

Health

HEALTH Website Components

Monitor the population health status Epidemiology surveys and reports

Cancer registry

Reportable diseases (meningitis)

Childhood lead poisoning

Food Insecurity

Minority health data

Diagnose and investigate health

problems and hazards

Environmental monitoring

Beaches, restaurants, dioxin

Health promotion advisories

(smoking, obesity)

Mobilize Community Action Media releases (flu vaccine clinics)

City/town specific data

Teen tobacco use

Healthy Schools, Healthy Kids

Health Policy Briefs (uninsured

population)

Inform, Educate and empower

people about health issues

Communicable disease alerts

(EEE, arsenic, rabies, Lyme disease)

Topical index

Disease specific information

Newsletters

New informationfhospitalists”)

Enforce laws and regulations to

protect health and ensure safety

Health Regulations

Public hearings/announcements

Evaluate effectiveness, accessibility

and assure quality

Consumer’s Guides to Health Plans

Profiles: Nursing Homes, Physicians,

Health Plans, JCAHO data on hospitals.

Community Benefits Study

Monitoring Uninsured Rhode Islanders

Link people to needed services Clinic schedules (flu, meningitis, AIDS)

Translated materials (Spanish, Portuguese)

Health Programs and Services

Family Health Information Line
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Table 2

Audience and Meningitis-related materials on the

HEALTH website

Audience

Community physicians

Media

General public

(English, Spanish, Portuguese,

Hmong, Laotian)

Local organizations/government

Internet-provided materials

Vaccine Provider Updates

Vaccine Policy

Press releases and Media Updates

Advisories

Fact sheets, questions and answers

Prevention guidance

Clinic schedules

came a RI model for organizing com-

munity responses to communicable dis-

ease and for providing public health

information. Rhode Island received a

1998 National Health Information

Award for its use of the HEALTH
website during this crisis.

Health Care Quality: En-

suring Access and Quality
Getting information about health

care providers and services is easy, but

knowing if the information is objec-

tive and credible often proves more

difficult. The HEALTH website pro-

vides information on quality for sev-

eral of the major components of the

health care system in Rhode Island -

including physicians, nursing homes,

hospitals and Health Plans.

Physicians

Physician profiles on the Internet

stem from 1997 law (RIGL 5-37-9.2)

requiring HEALTH to provide infor-

mation on all physicians licensed in

Rhode Island. Presented under the

name “RI DocFinder,” the listings in-

clude license status, board certification,

medical school, hospital privileges and

any findings of unprofessional conduct

in Rhode Island. Future editions of

these profiles expect to have informa-

tion regarding malpractice judgments

and other information provided by the

Board of Medical Licensure and Dis-

cipline.

Nursing Homes
More than 100 nursing homes

operate in Rhode Island. Comparisons

are not easy; giving advice about nurs-

ing home choices to patients’ families

Nearly two thirds ofphysicians

used e-mail daily and one

third communicated with

patients via e-mail in 1999 -

ajump of200% over 1998.

can be just as challenging. HEALTH’S

website offers consumers and physi-

cians objective and credible data about

nursing home quality. HEALTH’S
Division of Facilities Regulations in-

spects nursing homes every 9-15

months to assess compliance with fed-

eral and state regulations. In unan-

nounced inspections, licensed and

trained health professionals look at 88

items in five areas: administration,

nursing care, resident rights, kitchen/

food service and environment. The

system generates a current report after

each new survey. Consumers can use

reports based on these data to com-

pare a nursing home’s general perfor-

mance with that of other nursing

homes. For more detailed information,

consumers can link directly with the

Health Care Financing Administration

(HCFA) Nursing Home Database.

This site tells consumers how serious

and wide-spread problems are at a par-

ticular home as of the last survey. Of
course, the Survey Performance Tool

for Nursing Homes cannot substitute

for a personal visit when choosing a

facility for a family member. Consum-

ers should always be advised to tour a

facility and talk with staff, residents and

other families before making a deci-

sion. The HEALTH site also offers tips

on Choosing a Nursing Home.

Hospitals

Access to current, accurate and

meaningful information about hospitals

helps health care consumers, purchasers

and providers make informed decisions

regarding the quality ofcare. Since 1 994,

the Joint Commission on Accreditation

of Health Organizations (JCAHO) has

released performance reports (report

cards) measuring nearly 500 standards in

health care organizations, such as hospi-

tals, undergoing full accreditation review.

HEALTH started collaborating with

JCAHO and the Hospital Association of

Rhode Island (HARI) in the early fall of

1999 to put performance information

about Rhode Island’s hospitals on the

Internet. In fact, Rhode Island is one of

a handful of states piloting a new ap-

proach for makingJCAHO information

more accessible and timely. However,

most experts agree that increased access

to performance reports is not enough.

Judgments about hospitals and other pro-

viders should also involve site visits and

discussions with personal physicians.

Health Plan Information

The Health Care Accessibility and

Quality Assurance Act (Health Plan

Act), passed in 1996, requires Health

Plans to be certified by the Department

of Health, provides due process for

health professionals and directs Health

Plans to provide information to con-

sumers.

The Health Plan information

takes three forms. The “Consumers

Guide to Managed Care in Rhode Is-

land” describes how generic, managed

care works and defines key terms, such

as “medical necessity” and “prospective

review.” Health Plans distributed more

than 500,000 hard copies to members

throughout the state. The Internet

version, including a Spanish-language

edition, is available.

The “Consumer Disclosure” is

Health Plan specific and accomplishes

two distinct purposes under the law.

The first part summarizes the Health

Plan’s policies concerning confidenti-

ality, anti-discrimination, handling

emergencies and other consumer pro-
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tections. The second part, called “ben-

efits at a glance,” outlines covered ser-

vices, including whether or not

coverage requires pre-authorization,

out-of-pocket expenses, limitations

and restrictions and additional costs for

going out-of-network. It also discusses

copays, deductibles and lifetime maxi-

mums for each Health Plan.

The Act requires a third part, “ra-

tios and statistics,” which reveals the

medical loss ratio, proportion of ser-

vices denied due to adverse determi-

nations, financial/operational measures

and other quantitative indicators of

Health Plan performance, including

HEDIS measures. This section will

soon appear on the HEALTH website.

Taken together, these materials

give consumers and professionals use-

ful information about quality for some

of the key components of the health

care systems in Rhode Island. Efforts

continue to expand the types and

amount of information as well as the

kinds ofhealth facilities and professions

covered.

Harvard Pilgrim Health
Care of New England
(HPHC-NE): Informing,

Educating and Empowering
the Public

Major, unanticipated changes in the

health care system provide another op-

portunity to inform and educate the pub-

lic using the Internet. When HPHC-NE
went out of business at the end of 1999,

the fate of more than 155,000 HPHC-
NE members, 130 health professionals

and more than 1000 other employees

hung in the balance.

HEALTH focused on ensuring

access, continuity and quality of care

during the transition. HEALTH
posted on the website a summary of

the situation, a toll-free information

line, and answers to commonly-asked

questions - mostly drawn from

HEALTH’S Information Line, which

operated during the crisis. As events

unfolded over the last few weeks of

1999, the website continued to provide

updates including: dates of open en-

rollments; letters to group, non-group

and RIteCare (the Medicaid managed

care plan) members; names and insur-

ance coverage for providers remaining

in Anchor centers; alternative plans for

obtaining prescription medications;

arrangements for mental health ser-

vices.

Current and future develop-

ment of the HEALTH
WEBSITE

These few examples illustrate the

kinds of information on the HEALTH
website and the ways it helps consum-

ers and health professionals. The

website also provides information on:

the RI Department of Health; health

policy and data briefs (such as saving

lives by lowering the blood alcohol

content for driving while intoxicated

and the effect of school-based health

centers on drop-out rates); physician

advisories (such as on vaccine safety

and the incidence of pertussis). It re-

ports research on the efficacy of mam-
mography in Rhode Island. As an

added feature, HEALTH’S website

links to other local and national pub-

lic health authorities, such as the RI

Prevention Coalition and the National

Centers for Disease Control and Pre-

vention (CDC). HEALTH plans to

continue adding materials to this com-

pendium—expanding the website in

both scope and depth.

HEALTH cannot realize the full

potential of public health information

on the Internet simply by adding more

documents. The website must adopt

new technologies, such as audio, video

and interactive formats. It must remain

accessible to people with economic or

physical disabilities. Public health

must embrace “e-commerce” - en-

abling customers (citizens, providers,

regulated institutions) to obtain prod-

ucts (information, data analysis, li-

censes) via the web. A key part of that

future includes structuring the

HEALTH website to meet the needs

of physicians and other health care pro-

fessionals. Only then will it remain a

viable tool for realizing “safe and

healthy lives in safe and healthy com-

munities” in Rhode Island.
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Images inMedicine
c© Emphysematous Pyelonephritis

Paolo D. Olcese, MD, and William W Mayo-Smith, MD

A45 year-old diabetic male presented to the Emergency

Department (ED) with fever, flank pain, and an elevated

white blood cell count. A CT of the abdomen performed

in the ED demonstrated gas in the left renal collecting sys-

tem (Figure 1, arrow), a striated pattern of enhancement

associated with enlargement of the kidneys (left greater than

the right), and perinephric fluid (Figure 2, curved arrow).

The patient was admitted and responded to IV antibiotics

and was discharged several days after commencetment of

therapy.

Emphysematous pyelonephritis is a severe, life-

threatening infection of the renal parenchyma and perire-

nal soft tissues. It is associated with gas within the renal

parenchyma, collecting system or perinephric soft tissues.

The high mortality (7% - 70%) reported in recent litera-

ture is due primarily to septic complications. The majority

of the bacteria responsible for these infections are the nor-

mally encountered

urinary pathogens (E.

coli 68%, Klebsiella

9%). Prognosis for

patients with emphy-

sematous pyelonephritis varies depending on imaging find-

ings. The presence of perinephric fluid and gas in the

collecting system suggests a good immune response and

implies a better outcome. Extensive parenchymal destruc-

tion, with absence of perinephric fluid and presence of

streaky (linear) intraparenchymal gas on CT is associated

with a poor prognosis. Characterization with CT therefore

remains an important determinant in predicting outcome.

Treatment consists of intravenous antibiotics and percuta-

neous image-guided drainage or nephrectomy depending

on the clinical course and severity of infection.

Abbreviations Used:

CT computed tomography

ED emergency department
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Case of the Month
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Fulminant Liver Failure Due to

Neuroleptic Malignant Syndrome
Sree Hari Kesan, MD, Randy Sid, MD, Daryl Adler, MD, Robert S. Crausman, MD

N euroleptic Malignant Syndrome (NMS) can be a life-

threatening reaction to dopamine receptor blocking

drugs, usually antipsychotics. Although often perceived

as a rare complication, it has an incidence of about 0.5%

per year and often goes unrecognized. 1

Classically, its pre-

sentation is characterized by mental status changes, severe

muscular rigidity, high temperature and autonomic dys-

function. Increased awareness is important since early rec-

ognition and prompt management is associated with

improved outcome. The diagnosis, however, presents a chal-

lenge since other medical conditions can present with simi-

lar symptoms and signs. Further, many patients, particularly

early in the course, may not have all the classic features.

Here we present a case of a patient with NMS complicated

by the extremely rare occurrence of fulminant liver failure.

Case report

A 43 year-old woman presented to the Emergency

Department with worsening tremulousness over the past

several days. She complained of alternatively feeling hot

and cold. She also noted a productive cough with brown

sputum. Her medical history was significant for major

depression, anxiety disorder, and an unclear psychotic dis-

order. Her medications were paroxetine 50 mg po qd,

buspirone 20 mg po tid, bupropion 300 mg po qam 150

mg po qhs, trazodone 100 mg to 150 mg po qhs/prn,

amantidine 100 mg po tid, quetiapine 50 mg po qam and

100 mg qhs, diphenhydramine 25mg po bid with 50mg
qhs, benztropine lmg po bid. She had an 18-pack/year

smoking history and denied any alcohol or drug abuse. Re-

view of systems revealed fatigue, fever, chills, night sweats,

headaches, hoarseness, paresthesias, memory loss, halluci-

nations and insomnia.

In the Emergency Department she had a temperature

of 1 0 1 .4 degrees F, heart rate of 1 1 1 /min and a blood pres-

sure of 144/67 mm Hg. She had dry mucous membranes

and bilateral wheezes as her only somatic abnormalities.

She was alert and cooperative but disoriented to the date.

She had a mild resting tremor of the hands and no other

neurological abnormalities. Tone, in particular, was nor-

mal. Blood sodium, chloride, bicarbonate, creatinine and

glucose were nor-

mal, as was her uri-

nalysis and chest

radiograph. The po-

tassium was 2.8.

The complete blood

count was normal

except for the white

blood count of 14,000 with 72% polymorphonuclear cells.

The EKG showed sinus tachycardia.

The patient was thought to have acute bronchitis, de-

hydration and hypokalemia and was treated with nebulisers,

intravenous levofloxacin, acetaminophen and intravenous

fluids. She defervesced but became mildly agitated, for which

she received 2mg of lorazepam intravenously. Minutes later,

she became increasingly combative and required 10 people

to restrain her. Her behavior escalated despite an additional

4 mg of intravenous lorazepam. Haloperidol 5 mg. was

given intravenously, albeit with some reservation, given the

consideration of NMS on the differential diagnosis list.

Within an hour the patient became obtunded and unre-

sponsive. Her entire body became rigid. Her rectal tem-

perature rose to 108 degrees F and breathing became labored.

The first attempt at intubation failed because of the patient’s

rigidity. Dantrolene 200 mg and diphenhydramine 25 mg
were given intravenously before she relaxed enough to per-

mit intubation. Active cooling was begun with a cooling

blanket. A decline in her systolic blood pressure to 60 mm
Hg. required a dopamine drip, at a rate of lOmcg/kg/min.

Six hours later there was a rapid rise in her AST from 23 to

318 and ALT from 41 to 167. She went on to develop ful-

minant liver failure with an AST of 13,814, ALT of 9,395

and INR of 19.6. The patient died from a brain hemor-

rhage en route to a hospital where she was to receive a liver

transplant. At that point, 72 hours had passed from the

time she had been given haloperidol.

Discussion

NMS is an uncommon but potentially fatal idiosyncradc re-

action. The mortality was once thought to be around 40%, but

much less today, primarily as the result of earlier identification.
2

Abbreviations Used:

BP blood pressure

CK creatinine kinase

IM intramuscular

NMS neuroleptic malignant

syndrome
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NMS was first described by Delay et al in I960 during

the clinical trials of haloperidol. 3 The pathobiology ofNMS
remains unknown with several hypotheses, none of which

explain the entire syndrome, its idiosyncratic occurrence or

the panoply of clinical presentations. Sudden and profound

central dopaminergic blockade4
resulting in a relatively acute

dopamine deficiency state is the most favored hypothesis,

since a similar syndrome has been reported with dopamine

-depleting drugs and in Parkinson’s disease patients whose

levodopa or amantadine have been suddenly discontinued. 5

Although NMS typically occurs 3 to 9 days after neu-

roleptic initiation, it has been known to occur within one

hour of the first dose, or as late as several years while on a

stable dose.
6

It normally evolves over a 24 to 72 hour pe-

riod, but sometimes has a fulminant course. Alteration of

the drug regimen, usually an increase in dose, especially a

rapid increase, seems to trigger NMS. 8
It can affect any

age, but has a predilection for young adults and men over

women. 9
Genetic susceptibility remains unproven. Proposed

risk factors are long acting (IM) and potent neuroleptics, 8

physical exhaustion, dehydration, psychomotor agitation,

generalized debility, ingestion of intoxicants and a number

of psychiatric states including mood disorders, catatonia

and schizophrenia. 10 However, the only certain risk factor

is the use of a dopamine-blocking drug.

Diagnosis rests on clinical criteria, supportive lab tests,

and the exclusion of other potential diagnoses. There is no

universally accepted diagnostic criteria. Over the years there

have been many different diagnostic criteria proposed. DSM-
IV research criteria require severe rigidity and fever accom-

panied by 2 of 10 minor features including diaphoresis,

dysphagia, tremor, incontinence, alterted mentation, mut-

ism, tachycardia, labile or elevated BP, leucocytosis and el-

evated CPK. Core features ol NMS are generally considered

hyperthermia, altered consciousness, autonomic dysfunc-

tion and muscular rigidity. These features are common to

most of the established sets of diagnostic criteria and re-

ported in 95% to 98% of NMS cases (but this varies with

the criteria used for diagnosis). 1

1

In a patient being treated

with neuroleptics, when all these core features are present,

diagnosis is relatively straight-forward. But most often this

is not the case, especially early in the course. Mental status

changes or rigidity usually precedes the development of hy-

perthermia and autonomic disturbances. 13

The differential diagnosis includes infection, drug with-

drawal syndromes, serotonin syndrome, catatonia, malig-

nant hyperthermia and endocrine disorders like thyroid

storm and pheochromocytoma. Sepsis should be excluded,

as 29% of suspected NMS patients have infections.
14 Fever

might exacerbate the extrapyramidal signs that may have

been present at baseline. Creatinine kinase (CK) is often

considered a marker for NMS. However, CK is increased

in 70% of patients taking neuroleptics who are febrile sec-

ondary to infections
18 and who don’t have NMS.

Management focuses on early recognition and prompt

withdrawal of the offending drug, hydration, active cooling
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measures and supportive care. Although drug treatment is

debated, most authors recommend prompt use of dopam-

ine agonists.
16 Dantrolene 1 "

7

is probably helpful as well and

some reports endorse the use of electroconvulsive therapy.
18

Mortality is mainly due to pneumonia or renal failure sec-

ondary to myoglobinemia.

We believe this patient had NMS and probably had it

as the presenting illness. She had acute bronchitis, but this

is unlikely to have induced agitation or confusion. Although

quetiapine is an “atypical” antipsychotic that does not cause

parkinsonism or acute dystonic reactions, it has been im-

plicated in NMS. 19 We suspect her bronchitis may have

precipitated a mild NMS, which was then worsened by

the haloperidol. (Interestingly, intravenous haloperidol has

fewer extrapyramidal side effects than oral or intramuscu-

lar haloperidal.) Physical illness and dehydration is thought

to predispose to NMS. Her initial presentation was also

compatible with the serotonin syndrome (mental status

changes, autonomic instability with myoclonus or tremor),

anticholinergic overdose or drug abuse with cocaine or “ec-

stasy.” Enhanced awareness of early signs may provide cli-

nicians the opportunity to recognize incipient cases during

the initial hours of onset.

This patient had a fulminant course which made the

management difficult. When patients are confused and agi-

tated, halodol is a commonly used drug. It is a high po-

tency antidopaminergic agent. In retrospect, this patient

who had a paradoxical response to lorazepam should have

been given a narcotic, which is reversible.

The occurrence of liver enzyme elevations as high as

this is most consistent with severe ischemia, yet there was

no evidence of such severe hemodynamic compromise or

ischemia elsewhere to support this explanation. Perhaps

severe hyperthermia was the primary insult. Hepatic ne-

crosis is known to occur in malignant hyperthermia and

heat stroke. Its severity is proportional to maximal tem-

perature reached. 20 Dantrolene is known to cause hepatitis

and death, but it is usually associated with at least two

months oftherapy and with high doses (more than 582mg/

day).
21

Liver failure due to NMS is exceedingly rare and its

explanation remains elusive.

The challenge for the clinician is to be aware ofNMS
and its predisposing factors, to recognize it early and to

initiate treatment so that lethal complications are prevented.
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Treatment of Atrial Fibrillation with Warfarin

in Rhode Island

David R. GiffordMD, MPH, and Laura R. Silverman

Atrial fibrillation is the most common chronic cardiac

arrhythmia, affecting about 2 million people in the

United States.
1

It is a significant risk factor for stroke, par-

ticularly as patients age, and if other risk factors - hyper-

tension, diabetes mellitus, heart failure, or previous stroke/

TIA - are present.
2
Atrial fibrillation is particularly com-

mon in the elderly. In 1996, approximately 70% of people

with atrial fibrillation were between 65 and 85 years old.
1

In 1998, the National Stroke Association reviewed 46

stroke prevention guidelines and consensus statements from

sources including the American College of Chest Physi-

cians, the American Heart Association and the American

Academy of Neurology. 3 From this review the National

Stroke Association published a consensus statement rec-

ommending the use of warfarin anticoagulation for patients

with atrial fibrillation who are 75 years and older, regard-

less ofwhether or not other risk factors are present, and for

patients 65-75 years old who have any other risk factor.

For patients 65-75 years old without any other risk factor,

warfarin or aspirin is recommended, and aspirin for those

under 65, who are at a very low risk for stroke. The use of

warfarin in these populations can significantly decrease the

risk of stroke and the benefits greatly outweigh the risk of a

major hemorrhage. 4

HCFA has chosen stroke prevention as a national fo-

cus for the Peer Review Organizations’ (PRO) current ef-

forts. The overall goal is to reduce the incidence of

preventable strokes in patients diagnosed with atrial fibril-

lation by increasing the use of warfarin in eligible patients

and assuring that patients receive discharge planning and

education about warfarin monitoring.

As a precursor to the current national HCFA project,

Rhode Island Quality Partners, Inc. (RIQP) participated

in the Kerr L. White Institute Stroke Prevention Project

(KWISP). The goal was to improve the prevention ofstrokes

in patients with atrial fibrillation by increasing the propor-

tion of patients with atrial fibrillation on warfarin; increas-

ing the proportion of patients with atrial fibrillation who

are prescribed warfarin upon hospital discharge; increasing

patient education regarding anticoagulation and follow-up

monitoring of anticoagulation after hospital discharge.

Abbreviations Used:

HCFA Health Care Financing Administration

INR international normalized ratio

KWISP Kerr L. White Institute Stroke Prevention

Project

PRO Peer Review Organization

RIQP Rhode Island Quality Partners

TIA transient ischemic attack

Data were collected from medical records in three

Rhode Island hospitals for all Medicare discharges with any

ICD-9 code for atrial fibrillation between May 1 and Octo-

ber 31, 1996 and again between March 1 and August 31,

1998. Based upon data collected during 1996, hospitals

developed quality improvement programs. The effectiveness

of these programs were evaluated by collecting the same data

again in 1998.

In Rhode Island approximately half of all patients with

atrial fibrillation at admission who did not have a contrain-

dication for anticoagulation were being treated with war-

farin (Table 1). This did not change during the course of

the project. Physicians rarely provided a documented ratio-

Table 1.

Comparison of baseline versus follow-up

data on management of Atrial Fibrillation

Measures 1996
Data

1998
Data

Warfarin at admission 51% 49%

Documented rationale for

not using warfarin

9% 13%

INR therapeutic at admission 27% 43%*

Warfarin at discharge 60% 58%

Patient education about warfarin 25% 53% *

Planned follow-up INR 31% 63%*

*p>0.05
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The analyses upon which this publication is based were performed
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The author assumes full responsibility for the accuracy and complete-

ness of the ideas presented. This article is a direct result of the Health

Care Quality Improvement Program initiated by the Health Care Fi-

nancing Administration, which has encouraged identification of quality

improvement projects derived from analysis of patterns of care, and there-

fore required no special funding on the part ot this Contractor. Ideas

and contributions to the author concerning experience in engaging with

issues presented are welcomed.

nale for not providing warfarin anticoagulation. How-

ever, a significantly greater proportion of patients was

admitted with a therapeutic INR at the end of the

project. At discharge nearly 10% more of the patients

were started on warfarin (Table 1). Education about

warfarin and plans for INR monitoring following hos-

pital discharge significantly improved during the course

of the project, however, there was still room lor further

improvement.

This data suggest that nearly a third of patients in

Rhode Island with atrial fibrillation are not receiving

warfarin. A recent meta-analysis suggests that for pa-

tients with an average stroke risk from atrial fibrilla-

tion, warfarin will prevent 30 strokes at the expense of

6 major bleeding episodes. 4 When compared to aspirin,

warfarin was more effective in all patient populations but

the difference was less for low risk patients - those with

younger age and no additional risk factors. Physicians

should discuss the risks and benefits of warfarin with their

patients who have atrial fibrillation and strongly encour-

age those who are older and have additional risk factors to

start on warfarin.
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F
or over ten years, the Rhode Island Department of

Health (HEALTH) has sponsored the monthly sub-

mission of Health by Numbers to Medicine & Health/Rhode

Island. The principal reason for this collaboration has been

to offer physicians a statewide perspective of the health sta-

tus of the population and the characteristics of the health

care system. A second reason has been to demonstrate to

physicians the capacity of HEALTH’S data systems to pro-

duce statistical measures and surveillance indicators for the

state’s population and heath care system. Both purposes

are intended to support physicians in their roles as practi-

tioners, researchers, teachers, and administrators.

Another, less explicit, purpose of Health by Numbers

is of great importance to the operation of the HEALTH
statistical and surveillance function. Physicians are a pri-

mary source of the information held in many of the data

systems that produce health status indicators and health

care statistics for the state. For some data systems, physi-

cians themselves record and submit the data items that are

entered; in others, information placed in the medical record

by physicians is abstracted and entered. In both cases, the

accuracy, completeness, and timeliness of the data depend

on what physicians do. Health by Numbers can demon-

strate the use of these data systems and provide a “feedback

loop” to physicians for the data that originate with them

either directly or indirectly.

As part of the “feedback loop,’’ this report presents a

brief description of physicians’ roles as data sources for the

key databases that support the HEALTH statistical and

surveillance function.

Methods
Although the Department of Health maintains over

200 databases relating to various public health programs

and functions, a subset of 30 databases have been identi-

fied as most useful for supporting the production of state-

wide health statistics and health surveillance indicators.
1

For this report, these databases were organized into seven

categories. (Table 1) The seven categories and their de-

scriptions are as follows:

Abbreviations Used:

HEALTH Rhode Island Department of Health

Vital records - databases consisting of registered vital

events (births, deaths, and fetal deaths) and derivative data-

bases, e.g., occupational deaths

Reportable conditions - diseases or injuries reportable

under state regulation, including certain infectious diseases,

newly diagnosed cancers, traumatic brain injuries, etc.

Health care utilization - health care encounters with

certain health providers, such as inpatient hospitalizations

or emergency medical service responses

Licensure - information on health care facilities and

professionals licensed to operate in the state

Health surveys - information collected directly from

samples or subsets of the population concerning health sta-

tus, health behaviors, health care coverage, etc,

Program management information systems - data col-

lected in the course of providing public health services or

benefits to a relatively large segment of the population

Composite - information systems combining more than

one of the above types of data

The physician’s role in each database was characterized

as either (1) direct reporting, (2) reporting through the

medical record, (3) both roles, or (4) neither role. These

characterizations were

summarized according to

the database categories

above.
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Table 1.

HEALTH statistical and surveillance

databases, by category

Vital Records

Birth Records

Census of Fatal Occupational Injuries

Death Records

Fetal Death Records

Infant Mortality and Linked Birth-Infant Death

Records

Reportable Conditions

Cancer Registry

HIV/AIDS Reporting System

National Electronic Telecommunications System

for Surveillance

Sexually Transmitted Diseases Surveillance

Traumatic Brain Injury Surveillance

Tuberculosis Surveillance

Health Care Utilization

Cardiac Services Registry

Emergency Medical Services Ambulance Run

Reports

Health Center and Provider Office Immunization

Assessments

Home Visiting Data

Hospital Discharge Data

Hospital Financial Dataset

Lead Screening Data

Minimum Data Set for Nursing Home Care

School Immunization Survey

Universal Newborn Screening

Licensure

Health Facility File

License 2000

Health Surveys

Adolescent Substance Abuse Survey

Behavioral Risk Factor Surveillance System

Health Interview Survey

Youth Risk Behavior Survey

Program Management Information Systems (MIS)

Early intervention Program

Women, Infant, and Children (WIC) Food

Supplement Program

Composite

Maternal and Child Health Data

Results

Physicians are key reporters for 20 of the 30 specified

HEALTH statistical and surveillance databases. (Table 2)

In a total of 12 databases, physicians served as direct re-

porters; in a total of 15 databases, physicians were data

sources through medical records. (For seven databases, phy-

sicians contributed in both ways; these were included in

both totals.)

Table 2.

Physicians’ roles in providing data to

HEALTH statistical and surveillance

databases, by category

Phvsicians’ Role

Medical

Database Category Direct Record Both Neither

Only Only Methods Method

Vital Records 1 0 4 0

Reportable Conditions 3 1 2 0

Health Care Utilization 0 5 0 5

Licensure 1 0 0 1

Health Surveys 0 0 0 4

Program MIS 0 2 0 0

Composite 0 0 1 0

Total 5 8 7 10

For four categories of databases - vital records, reportable

conditions, program management information systems, and

composite - physicians served as reporters for all databases. For

only one category, health surveys, were physicians not at all

involved as a data source. In each of the two remaining catego-

ries - health care utilization and licensure - physicians were key

reporters for half of the included databases.

Discussion

Overall, physicians are the most prolific contributors of

the information that supports program operations and policy

development in public health. In half of the 30 most used

databases, the physician provides information through a medi-

cal record and may not be aware of his or her role as a data

source. As important contributors, physicians should be aware

of their roles as data sources and informed of the uses to which

these data are put. As important data users, physicians should

be aware as well of the opportunity to access HEALTH data

to support their professional activities, including medical prac-

tice, research, teaching, and administration.

Ultimately, the quality and completeness of the informa-

tion supplied by physicians impacts on the usefulness of the

databases to support public health decision-making. The regular

publication of analyzed health data through Health by Num-
bers provides physicians an opportunity to examine the fruits

of their labors, as well as giving them a source of information

on health status and health care in Rhode Island.

Jay S. Buechner, PhD, is Chief, Office ofHealth Statis-

tics, and Assistant Professor of Community Health, Brown

University School ofMedicine.
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1 . Office of Health Statistics. Health Data Inventory (3rd edition).

Providence: Rhode Island Department of Health. In press.
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West Nile Virus Surveillance and Prevention

Thomas Bertrand, MPH, and Utpala Bandy, MD, MPH

The introduction of West Nile virus (WNV) in the

northeastern United States during the summer and

fall of 1999 has prompted public health and environmen-

tal management officials in Rhode Island to coordinate

state-wide surveillance and prevention activities. These ac-

tivities are intended to reduce mosquito-breeding habitats,

to promote personal protection from mosquito bites, and

to monitor WNV activity in humans, mosquitoes, and

birds.

West Nile Virus

WNV is a mosquito-transmitted disease that can cause

encephalitis. It is common in parts of Africa, western Asia,

and the Middle East. It appeared in the New York City

region in the summer and fall of 1999, where 59 cases (in-

cluding 7 deaths) occurred. This was the first incidence of

WNV recorded in the Western Hemisphere.

The natural cycle ofWNV involves birds and mos-

quitoes. Mosquitoes acquire the virus from biting infected

birds. The mosquitoes may then transmit the infection to

birds, horses or humans. Some bird species display no symp-

toms, while others may get sick and die. There is no evi-

dence that people can contract WNV directly from either

live or dead birds. Birds migrating northward in the spring

are considered the most likely source of introduction of

the virus to the northeast. WNV can survive in overwin-

tering mosquitoes. In March, 2000, WNV was detected in

mosquito RNA retrieved from pools in Queens, New York,

and in the remains of a red-tailed hawk that died in

Westchester, New York.

Several species of mosquitoes in Rhode Island can trans-

mit WNV from birds to humans. The urban “house mos-

quito” readily bites both birds and humans. This species is

suspected to be most responsible for the 1999 outbreak in

New York City. Other common species that can transmit

WNV include one found throughout wooded areas of

Rhode Island and two that are found in saltmarshes.

Most infections due to WNV are mild. Symptoms

include fever, headache, and body aches, often with skin

rash and swollen lymph glands. More severe infection may

be marked by headache, high fever, neck, stiffness, stupor,

disorientation, coma, tremors, convulsions, muscle weak-

ness, paralysis, and rarely, death.

Abbreviations Used:

HEALTH Rhode Island Department of Health

IV intravenous

RIDEM Rhode Island Department of

Environmental Management

WNV West Nile virus

There is no vaccine to protect individuals for WNV.
No specific therapy is available for treatment of infected

individuals. In more severe cases, intensive supportive

therapy is indicated, i.e., hospitalization, intravenous (IV)

fluids and nutrition, airway management, ventilatory sup-

port (ventilator) if needed, prevention of secondary infec-

tions (pneumonia, urinary tract, etc.), and good nursing care.

Surveillance

Because it is unknown whether the virus can persist

over the winter, whether it has already or will spread to new

geographic locations, and what the public health and ani-

mal health implications of this introduction may be, the

need was recognized to develop laboratory-based surveil-

lance and prevention and control programs to limit the

impact of the virus. In accordance with guidelines devel-

oped by the Centers for Disease Control and Prevention

and the U.S. Department ofAgriculture, Rhode Island, along

with areas from Massachusetts to Texas along the Atlantic

and Gulf coasts, is preparing for the possible emergence of

WNV in the spring or summer of 2000. Three surveillance

activities have been established:

Active bird surveillance. The Rhode Island Depart-

ment of Environmental Management (RIDEM) is coordi-

nating with veterinarians and animal control officers to

retrieve dead birds and submit the specimens to the Rhode

Island Department of Health (HEALTH) Laboratory for

processing the University of Rhode Island for molecular

analysis. RIDEM is also visiting five crow rookeries on a

weekly basis to inspect for dead crows.

Active mosquito surveillance. RIDEM is monitoring

mosquito populations to detect WNV and other arbovirus

virus activity, to help identify potential mosquito vectors

and to monitor population densities of those vectors. Mos-

quito pools at 24 sites throughout Rhode Island are sampled

weekly for testing at the University of Rhode Island.
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Enhancedpassive human surveillance. As a backup

system to detect the presence ofWNV activity, passive sur-

veillance enhanced by general alerts to health care provid-

ers are being conducted for cases of viral encephalitis.

Prevention Efforts

The risk of people acquiringWNV will be minimized

by communities’ efforts to reduce mosquito populations.

The best approach is to target larvae (the immature aquatic

stage) before they become adults. This strategy is preferred

because larvae are concentrated and may be targeted with

environmentally friendly products. Appropriate habitats for

larval control include stormwater catchment basins, road-

side ditches, and retention ponds. Tire piles and other large

sources of stagnant water should be eliminated. RIDEM is

partnering with public works officials in cities and towns

throughout Rhode Island to control mosquitoes through

larval source reduction.

A critical component of the prevention program is

public education about WNV and other arboviruses, how

they are transmitted, and how to prevent or reduce risk of

exposure. The cornerstone of public education is a partner-

ship with the media to inform people about WNV without

causing alarm. Officials from HEALTH and RIDEM have

met with media representatives to enlist their assistance with

this effort. Other public education activities include the dis-

tribution of WNV easy-to-read pamplets and the posting

ofWNV information on government web sites.

Physician Reminder
Physicians are reminded that recognition or strong sus-

picion of arboviral encephalitis is to be immediately reported

to HEALTH by telephone (weekdays: 401-222-2577,

afterhours/weekends: 401-272-5952). Laboratory testing is

not necessary prior to filing a report. Additional clinical

information about WNV can be found on the HEALTH
web-site http://www.health.state.ri.us.

Thomas Bertrand, MPH, is Chief, Office ofCommuni-

cable Diseases, Rhode Island Department of Health.

Utpala Bandy, MD, MPH, is Assistant Medical Direc-

tor, Division ofDisease Prevention and Control, Rhode Island

Department ofHealth.

BOOK REVIEWS
Guide To Clinical Preventive Services,

2nd Edition

U.S. Department of Health & Human Services, Avail-

able from the United States Government Printing

Office, $40.00

phone: (202) 512-1800, http://www.access.gpo.gov

Abbreviations Used:

USPSTF United States Preventive Services Task Force

Reviewed by Sharon L. Marable, MD, MPH

The Guide to Clinical Preventive Services is a reference book

on the effectiveness of services such as screening tests, patient

education & counseling and immunizations. The second edi-

tion of the Guide, published in 1997, is an updated version of

the original 1 989 report of the predominately physician United

States Preventive Services Task Force (USPSTF). This latest

volume represents the Task Force’s critical review of the scien-

tific literature on many preventive interventions, with the Task

Force’s final recommendation of a test, immunization or coun-

seling intervention only after the Task Force determined that

the preventive service is effective based on published clinical

research.

The Guide analyzes the scientific evidence for and against

over seventy preventive health interventions which include coun-

seling patients on tobacco use, sexually transmitted diseases and

unintentional injuries. The Task Force also provides its conclu-

sions on recommended immunizations as well as chemopro-

phylaxis with aspirin or hormones. Moreover, similar to the first

edition, the report includes age-specific charts listing recom-

mended preventive services for patients in various age groups,

which primary care physicians may find beneficial.

The chapter discussions ofeach topic are formatted in terms

of: 1) the burden of suffering in the United States from the dis-

ease 2) assessment of the accuracy of the screening test for a

specific disease 3) efficacy of early detection, behavioral risk re-

duction, chemoprophylaxis, or immunization for a specific con-

dition 4) discussion and the final USPSTF recommendation.

Although the final conclusions in this Guide are those of the

Task Force, each chapter also includes a section with the recom-

mendations from medical societies such as the American Col-

lege of Obstetricians and Gynecologists, American Academy of

Pediatrics, American Academy of Family Physicians, American

College of Physicians and the American College of Cardiology.

This additional perspective is particularly useful in chapters where

the Task Force found insufficient clinical research data to rec-

ommend for or against a certain clinical preventive service.

Approximately one hundred references are provided at the end

of each chapter.

The United States Preventive Services Task Force announced

important findings from their extensive review process. First,

the Task Force determined that many of the health care prob-

lems we see in the office are now more often the consequence of
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the lifestyle choices made by our individual patients. I he

Force emphasized that the leading causes of death in the l

like cancer, cardiovascular disease, cerebrovascular disease

juries and human immunodeficiency virus infection, are lir

to a small number of behaviors which include smoking, pi

cal inactivity, substance abuse, poor dietary choices and fai

to use seatbelts. Therefore, the Task Force urges all cliniciar

seize every opportunity to deliver a preventive service or i

sage to a patient. Consequently, this updated Guide lists

dent education strategies and counseling techniques the pro\

can incorporate in practice to help patients change behav

The Task Force recognized physicians are struggling with

viding patients consistent office- based health education

counseling due to reimbursement issues, lack ofhuman resot

and lack of time, and the Task Force did not have the authi

to address the solutions to these complex issues in the bod

this report. However, the Task Force referred the reader tc

“Put Prevention into Practice” program administered by

Agency for Healthcare Research and Quality (www.ahrq.g

and the Clinician’s Handbook of Preventive Services, for g
ance on ways to implement these guidelines. Second, the

Force concluded that for some health problems, commui

based interventions may produce better results than solely

livering the preventive service to an individual in a clinical he

care setting. As a result, the government recently commissic

a Task Force on Community Preventive Services, which

develop evidence-based recommendations for preventive

vices administered within the community. The United Si

Preventive Services Task Force encourages all clinicians to

come involved in community health initiatives and partici

in the development public health policy.

The Guide has the limitations of any document base<

a review of clinical research. For instance, the USPSTF
studied those preventive services performed on asympton

persons in clinical venues. Therefore, the Task Forces rec

mendations do not apply to preventive interventions prov

outside of the clinical setting, such as a community health

or to individuals who already have clinical manifestation

the target conditions. Moreover, the recommendations fc

against the performance ofcertain preventive services were b

upon the quality of the supporting scientific evidence at

time of publication.

Although this Guide was developed specifically for

mary care clinicians, physicians with an interest in preven

or evidence-based medicine will also find it to be an essei

desk top reference.

References
1. The United States Preventive Services Task Force. Guide to Cli

Preventive Services, 2nd rv/. Washington, D.C.: DHHS, 1997.

2. The United States Public Health Service, Office of Disease Pre

tion and Health Promotion. Put Prevention Into Practice: Clini

Handbook ofPreventive Services, 2nd ed. McLean, VA: Internat

Medical Publishers, 1998.

3. Task Force on Community Preventive Services. Introducing

Guide to Community Preventive Services: Methods, First Rei

mendations and Expert Commentary. Am J Prev Med 200

( 1 S) : 1 - 1 42.

Sharon L. Marable, MD, MPH, is Assistant Medical

rector; Division of Disease Prevention & Control, Rhode Is,

Department ofHealth, and Clinical Assistant Professor of C

munity Health, Brown University School of Medicine.
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Follow
the Leader

Blue Cross & Blue Shield of Rhode Island has been

Rhode Island's leading health insurer for 60 years

and counting! The future looks bright and we're

looking for talented, motivated professionals to

be part of a great team.

If you are looking for an exciting career opportu-

nity with a local leader, please consider the fol-

lowing position:

ASSOCIATE MEDICAL DIRECTOR

Blue Cross and Blue Shield of Rhode Island is

recruiting for a part-time Medical Director to head

the Medicare Fiscal Intermediary medical direc-

tor's position. Candidates must be board-certified

in a recognized medical specialty and be able to

obtain a Rhode Island medical license. Medical

policy and medical review experience preferred

but not essential.

We offer a competitive salary, excellent benefits, a

pleasant working environment and in a conve-

nient downtown location.

For immediate consideration, please mail or fax

CV and letter of application to:

Barbara Silva,

Human Resources Department

Blue Cross & Blue Shield of Rhode Island

444 Westminster Street

Providence, Rl 02903-3279

Phone: (401) 459-5160 • Fax: (401) 459-5223

TDD: (401) 831-2202

Blue Cross
Blue Shield
of Rhode Island

BlueCKP
Coordinated
Health Partners, Inc.

For more information on our organization,

please visit our Web Site at: www.bcbsri.com

BlueCHiP is offered by Coordinated Health Partners, Inc.,

a wholly owned subsidiary of Blue Cross & Blue Shield

of Rhode Island. Both are independent licensees of the

Blue Cross and Blue Shield Association.

We value diversity and are an Equal

Opportunity/Affirmative Action Employer M/F/DA/
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*Vitai Statistics
Rhode Island Department of Health

Patricia A. Nolan, MD, MPH, Director of Health

Rhode Island Monthly
Vital Statistics Report

Provisional Occurrence Data

from the

Division of Vital Records

Edited by Roberta A. Chevoya

'N: ,

Reporting Period

May
1999

12 Months Ending with May 1999

Number (a) Number (a) Rates (b) YPLL (c)

Diseases of the Heart 216 3,015 305.0 3,545.5

Malignant Neoplasms 200 2,462 249.1 6,606.5

Cerebrovascular Diseases 39 567 57.4 773.5

Injuries (Accident/Suicide/Homicide) 28 374 37.8 7,220.0

COPD 39 495 50.1 465.0

Reporting Period

Novem.
1999

12 Months Ending with

November 1999

Number Number Rates

Live Births 922 13,160 1 3.3*

Deaths 744 9,801 9.9*

Infant Deaths (6) (92) 7.0#

Neonatal deaths (6) (70) 5.3#

Marriages 466 7,728 7.8*

Divorces 277 2,807 2.8*

Induced Terminations 334 4,868 369.9#

Spontaneous Fetal Deaths 89 1,162 88.3#

Under 20 weeks gestation (84) (1,090) 82.8#

20+ weeks gestation (5) (72) 5.5#

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of 988,480

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode Island

for the reporting periods listed above. Monthly provisional totals

should be analyzed with caution because the numbers may be small

and subject to seasonal variation.

* Rates per 1 ,000 estimated population # Rates per 1 ,000 live births

Corrections to Vital Statistics, printed April 2000.

For the 12 months ending with October 1999, the

rate of live births was 1 3.6, not 1 3.5; and the num-

ber of spontaneous fetal deaths 1,148, not 1,149.

AN ARMY SCHOLARSHIP COULD
HELPYOU THROUGH MEDICAL SCHOOL

The U.S. Army Health Professions

Scholarship Program offers a unique

opportunity for financial support to

medical or osteopathy students.

Financial support includes a monthly

stipend plus tuition, books, and other

course related expenses.

For information concerning eligibility,

pay, service obligation and application

procedure, contact your local Anny
Health Care Recruiter:

617'753'3015 1-800-USA-ARMY

ARMY MEDICINE. BE ALL YOU CAN BE.
www.goarmy.com
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Ninety Years Ago
[May, 1910]

Throughout his 25-year career, J.H. Davenport, MD, had

collected the literary works of physicians (“No men owe it to

themselves to take their recreation regularly and persistently more

than physicians. ...Each one of us should have... some hobby.”)

In “The Contributions of Medical Men to General Literature,”

he described the highlights of his 1000-volume library: “There

seems to be no country that has not furnished at least one ex-

ample of a physician becoming eminent for literary work, usu-

ally, however at the expense of his medical work.” He had

collected works by Schiller (Germany), Rabelais and Eugene

Sue (France), Michael Servetus (Spain), John Keats (England).

American physician-authors indued Dr. David Ramsay, a sur-

geon in the Army of the Revolution, who wrote historical trea-

tises, and the contemporary Dr. S. Weir Mitchell, a neurologist

and authority on prisons, who, in addition to 125 scholarly

papers, wrote 5 volumes of poetry, 13 novels (e.g., The Autobi-

ography ofa Quack, When All the Woods are Green), and a vol-

ume of essays {Doctor and Patient).

F. Williams, MD, in “Tuberculosis in Children,” drew from

the observations of 125 children, ages from infancy through

15, seen in the outpatient department at Rhode Island Hospi-

tal in 1909. “A great deal has been accomplished already in con-

trolling the disease, but what has been done has for the most

part been for adults...” He cited key factors: the presence of

tuberculosis in the home (when a sick person cared for a child),

poor food, lack of ventilation, and, perhaps, nose and throat

abnormalities. Calling for “fresh air schools,” Dr. Williams con-

sidered other options (“either the consumptive at home must

be removed or the child should be removed”) as “out of the

question.”

G.W. Van Benschoten, MD, in “The Manifestations of

Syphilis in the Eye,” noted that all parts of the eye were suscep-

tible. For transmission to the eyelids and conjuctiva, he cited

several modes of infection, including kissing, coughing, and

removing foreign bodies from the eye by licking (a practice “com-

mon in Russian towns.”)

Fifty Years Ago
jy

5 [May, 1950]

In “Diagnosis ofa Case of Uterine Malformation with Kid-

ney Agenesis,” Harold Libby, MD, noted that most cases of

uterine malformation remained undiscovered, until a compli-

cation arose. In this case - a 19 year-old newly-wed who com-

plained of a menstrual episode with passage of retained discharge

- the physician had two clues. First, at age 14, the patient,

who had been having irregular periods for a year, suddenly and

profusely started to menstruate in school. In the hospital, phy-

sicians found that she possessed only one kidney. After dis-

charge, she returned to school and was fine. Second, three years

later, her mother, now pregnant, miscarried with a 5 1/2 month
fetus that had hereditary agenesis of the extremities.

A. M. Phillips, MD, and W.A. Leonard, MD, in “Thalas-

semia Minor - A Report ofTen Cases,” cited a Rochester, New
York, survey of persons of Italian descent: 1 case of Thalassemia

Major for every 2368 biths, 1 case of Thalassemia Minor for

every 25 births.

An editorial on “Malpractice” argued against a state pro-

posal to allow statements in medical books to be admitted as

evidence in court, since the authors would not have been avail-

able for cross- examination.

Joseph Smith, MD, Superintendent of Health, shared sta-

tistical good news. The year 1949 marked a record low in the

number of deaths: the fewest (3058) since 1898 (2928). There

was a slight increase in deaths from heart disease, but a slight

decrease in deaths from nephritis, cerebral hemorrhage, and can-

cer. In 1949 the fewest number of people died from pneumonia

in any one year since the Civil War. Although the state had

3254 cases of measles, only two people died from it. And the

infant mortality rate was the lowest ever recorded in Rhode Is-

land.

Twenty Five Years Ago
[May, 1975] ^

This issue focused on Browns reborn medical school.

In “Traditions,” Horace Martin, PhD, reminded readers that

between 1816 and 1828 Brown had graduated 95 medical doc-

tors. He elaborated on the history of medical education, describ-

ing the medieval schools in Bologna, Montpellier and Paris.

Anthony Caldamone described “The Flexible Curriculum

at Work,” noting the variety ofelectives students in the first medi-

cal class had selected.

Peter LeWitt profiled “The Class of 1 975: A Differential Di-

agnosis.” He suggested, “The prognosis is probably in the direc-

tion of primary health care, specialized or general.”

Demographically, 23% ofthe class were women - “one ofthe high-

est percentages in the nations graduating classes this year.” Brown

had no minority students in the class, “although affirmative ac-

tion policies have long been a part ofadmission policies.” Almost

half (45%) of students planned to stay in Rhode Island, although

“very few” were natives - “much to the dismay of local politicians.”

Individual pictures of the students, with write-ups, followed.

Arthur Horwich and Pardon Kenney presented “Case Records

ofthe Brown University Medical School: Early Clinicoscatological

Exercises.” A 24 year-old medical student had been found “wan-

dering about the East Side babbling neuropathological trivia.” The

report continued: “The patient had been well until seven years

earlier when he entered the Brown Program n Medicine. Fatigue

was noted intially, related to all-night study of Bacchus with local

barmaids. Classroom narcolepsy soon followed, and a local uni-

versity health service prescribed vitamin E and abstinence of all

sorts.” The treatment was “obvious”: “immediate conferral of the

MD [degree].

Medicine and Health / Rhode Island



IHIilllllllllllllll

iimiiitmmiiiii
Miiiinmimiiin
iiiiiiiimimmii
iimiiiimmiitii
iimiiiimimiiii
mtiiiiimimmi
iimnmmimiii
.11111111111111111111

S
miimmmimi
immiiminnii

iiiiiiiiiiiiiiiiiiii

iiimtiiiiiiiuiiii

niiiiiiiitiiiimi

iiiimiiimiKiiii
iiiiiiiiiiiiiiiiiii

iiiiiiiiiiiiiiinii

iiiiiiiiiiiiiiiiiii

nmiinmiiiHii

JUST BECAUSE EVERYONE IN THE STATE

NEEDS WORKERS’ COMPENSATION COVERAGE
DOESN’T MEAN THAT YOU HAVE TO GO TO
JUST ANYONE IN THE STATE TO GET IT.

Notice to all physicians: mandatory Workers’

Compensation Insurance. Every business in Rhode Island

with four or more employees, full or part-time, is now

required to have Workers' Compensation Insurance,

predominately with one carrier. This means that those

private practices without coverage will need to get it, and

those with an alternative source of Workers' Compensation

will need to switch at time of renewal. Because the RI

Department of Labor is now enforcing this legislation with

on-site inspections and the possibility of fines or worse - we

at RIMS IBC would like to encourage you to contact us

immediately. After all, what better partner to guide you

through the intricacies of Workers' Compensation Coverage

than your healthcare insurance professionals at IBC.

Most of you already know us for friendly, informed

service and timely advice on Malpractice. Health, Life and

Disability Plans customized to your needs. Now you can

benefit from our extensive experience with healthcare

coverage combined with our detailed knowledge of these

new requirements. In this way, we can help you adhere to

all regulations, eliminate unnecessary premiums while

maximizing your insurance protection. Please take this step

today to avoid unncessary headaches: call IBC at 272-1050.

RIMS Insurance Brokerage Corporation

One Hayes Street • Providence, Rhode Island 02908

Phone (401) 272-1050 • Fax (401) 272-1051 • RI Toll Free 800-559-6711



office space: $20,000

box of

tongue depressors: $12

medical school: a fortune

j^ORCAL won’t put a price tag on

your reputation. We rigorously defend cases

deemed medically defensible - even if settling a

claim may be more economical. Our innovative

program to seek reimbursement of fees for

unsubstantial claims is just one reason we’ve

earned a reputation for aggressively defending

policyholders.

we won’t put a

price tag on

\A/
hr 's more, at a time when everything

seems to come with a price tag, our policy-

holders appreciate the comprehensive risk man-

agement services and free CME courses included

in the cost of every policy.

You’ve worked hard to get where you are,

NORCAL works hard to keep you there.

Our reputation depends upon it.

Telephone RIMS Insurance Brokerage Corp. at

401-272-1050 or Norcal at 800-652-1051.

your reputation

NORCAL
Mutual Insurance Company

800 -652-1051
www.norcalmutual.com
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We have ways to schedule MRI

for your patients:

1 . Today.
Emergency MRI's are rare, but when the

need arises we can handle it. Any time,

any day, we'll get your patient in.

2. Tomorrow.
With extended hours and ten locations,

we can almost always book an exam

within 24 hours.

3. At the patient’s
convenience.
Most patients want to fit the MRI exam

into their busy schedules. Whether that

means early morning, midday or evening

- weekdays or weekends - we can give

them convenient appointments.

We have ten MRI locations:

Kent County Memorial Hospital

Landmark Medical Center

Memorial Hospital ofRI

Newport Hospital

Our Lady ofFatima Hospital

Rhode Island Hospital

Roger Williams Medical Center

* South County Hospital

The Miriam Hospital

The Westerly Hospital

I Network

To reserve patient appointments with the

Rhode Island MRI Network, call:

401-435-4100 or 800-284-2860
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Commentaries

The Academic — Corporate Interface

in Medicine

Like Caesar’s wife, academic physi-

cians are supposed to be above sus-

picion. (If only this were true!) As

our health industry continues to col-

lapse, academically-based clinicians, re-

searchers and educators are as beset by

financial problems as are private prac-

titioners and hospitals. The face of

academic medicine has changed and

continues to change. As financial re-

straints progress, the enlarging presence

of private industry and its influence in-

creases, jeopardizing some of the foun-

dations of the academic enterprise.

There is no free lunch. Drug rep-

resentatives routinely provide “free

lunch,” free theater tickets, pens, pads

and what-nots to physicians. They’ve

done this forever and obviously think

it buys them something or the prac-

tice would stop. This occurs in pri-

vate as well as academic offices. The

academic physicians tend to specialize

more and therefore attract greater at-

tention, but from fewer drug represen-

tatives.

Sponsored talks . My department

has weekly grand rounds but no bud-

get. No money is provided to bring in

speakers to educate us and keep us up

to date. We depend therefore on local

experts within the Brown community,

local private practitioners and occa-

sional experts from Boston to “volun-

teer.” In addition we use drug

company “donations” to underwrite

guests from further afield. Current

regulations require these donations to

be laundered through the institution.

This allegedly guarantees the unfet-

tered nature of the lecture. I believe

that a talk critical of the sponsor’s prod-

uct leads to the speaker never being

sponsored again. So the talk is “unre-

stricted,” but the speaker knows he will

never get invited anywhere again on

that company’s dime if the message isn’t

good. The choice of the topic is not

always free either (although it some-

times is), depending on the company.

Can we tolerate these infringements?

I think so. Does this alter the speaker’s

message? I believe not. The process

selects for speakers who like to talk

about drugs, and have had positive ex-

periences with the sponsor’s product,

leading to a “natural,” mutually ben-

eficial partnership. Does this process

lessen our chances of hearing another

point of view? The answer is a quali-

fied yes. Let me give myself as an ex-

ample. In recent years I have focused

on the effects of atypical antipsychotic

agents in Parkinson’s disease. I think

well oftwo drugs, not so well ofa third

and denounce the use of the fourth.

Clearly only the first two drug makers

want me to speak. At all my talks I

will give my opinion, tempered by dif-

ferent experiences reported by some

others, but I express my own beliefs.

One worries that the loudest messages

get heard best.

Clinical research,

academic publications,

private consulting .

Clinical trials and stud-

ies that demonstrate

drug efficacy and safety

are increasingly impor-

tant revenue streams

for physicians in pri-

vate practice as well as academics. Pri-

vate companies devoted entirely to

clinical trials have developed. These

exist purely for profit and may have

fewer quality controls than an expert’s

own practice. (I received a call from a

urologist asking if I would like to par-

ticipate in a headache medication trial.

I deferred, as my neurological specialty

is Parkinson’s disease. The urologist’s

response: “I guess I’ll do it myself.”)

Are academic specialists better

suited to performing these studies? It

depends on the level of expertise re-

quired for the study. Presumably a

neurologist would provide higher qual-

ity for a headache study than a urolo-

gist but a good neurologist in practice

might be readily interchangeable with

one who is hospital-based.

Should academics, who design the

clinical trials and who receive personal

income from consulting for a company,

be involved in testing their drugs or in

writing articles for medical journals

that review these drugs? Double-blind,

placebo-controlled randomized drug

trials are designed to reduce bias as

much as possible. One would assume

that the best studies are designed by

the physicians with the greatest skill in

clinical design as well as in treating the

illness under evaluation. In most cases

such experts are medical school-based

faculty. Since most drug advances have

derived from corporate research, it

would be counter-productive to deny

the use of the university-based experts.

The real question then is how to pre-

vent their corruption from the corro-

sive influence of money. One
mechanism is to channel all private

funds through the university or a par-

ticular department. Some research

consortiums require this, for the clearly

Medicine and Health / Rhode Island



stated purpose ofpreserving confidence

in the lack of bias in the investigator/

consultant. There is a certain disin-

genuousness to this, however, since this

income either produces a significant

benefit to the researcher or, finding no

gain in this extra-curricular work, the

researcher gives it up. The expert who

publishes articles is ethically required

to review and interpret data, dispas-

sionately and honestly, whether or not

to the benefit of an involved company

and should also provide honest opin-

ions. Whether these opinions and re-

views are in fact unbiased may be dif-

ficult to determine. Requiring the

author to publish all financial ties al-

lows the reader to reach a conclusion

about the accuracy of the interpreta-

tion.

How far this corporate-academic

relationship should go is a major issue.

Departments that increasingly depend

on corporate sponsorship are, on the

one hand, putting themselves at risk

for compromising their intellectual

honesty, but also broadening their fi-

nancial foundations in order to survive

in an increasingly underfunded, hos-

tile environment.

— Joseph H. Friedman, MD

The author is active as a paid

speaker; consultant and investigator for

pharmaceutical companies.

Opposingpoints ofview are encour-

aged.

Evil Shall Not Enter This House
&

The third book of the Bible, called Leviticus, provided

the ancient Hebrews with an instructional manual

during their years of wandering. Some of these guidelines

pertained to ways of maintaining the health and integrity

of this nomadic community: proscribed foods, distinctions

between clean and unclean things, and preventive health

measures. In Chapter 13, comes a statement concerning

individuals with certain diseases [called tsara’at, a complex

of ailments loosely translated as leprosy.] “Being unclean

he shall dwell apart; his dwelling shall be outside the camp.”

The indicted person, when eventually found free of dis-

ease, was then allowed to return.

To understand this uncompromising action, four as-

sumptions are made: First, that these nomadic Hebrews

believed that certain diseases could be passed from afflicted

to unafflicted solely by touch or by close proximity; sec-

ond, that isolating a person with the disease will diminish

the likelihood of contagious spread to the larger commu-
nity; third, that contagiousness in the afflicted does not go

on indefinitely but may abate with time; and fourth, that

there is a moral basis for placing the welfare of the many

over the liberty of the few.

Forceably detaining persons with alleged contagions

was commonplace in many cultures but it was not until

the bubonic plague epidemic in 1 4th Century Europe that

a restrictive policy was formalized and isolation procedures

widely undertaken. Since plague generally entered coun-

tries through their seaports, seafaring nations detained ar-

riving vessels for extended intervals. The presumption was

made that a shipboard pestilence, if present, would burn

itselfout during the weeks of detention. Adriatic ports such

as Venice designated small offshore islands [called lazarets,

named after the Biblical character Lazarus who had suf-

fered from leprosy] where incoming ships were required to

wait for 40 days until clearance was granted. This practice

was called quarantine, from the Italian word quaranta,

meaning forty. In medieval law, quarantine also designated

the 40 days during which the widow may remain in her

recently-deceased husband’s home.

Why 40 days ? The number 40 is frequently mentioned

in the Scriptures as a symbolic interval of fulfillment [the

duration of the flood, Moses’ 40 days on Mt. Sinai, King

David’s regal tenure, Christ’s 40 days of temptation in a

Judean wilderness site called Quaratania.]

By the 19th Century, every maritime nation had its

own body of quarantine legislation and its own list of dis-

eases warranting exclusion. To enter the United States at

the beginning of the 20th Century, for example, an immi-

grant had to be visibly free of tuberculosis, trachoma, vene-

real diseases and a number of specified communicable

diseases. By international consensus, a yellow flag [called

yellow-jack] when flying from a ship’s mast signified either

pestilence aboard or that the ship was in quarantine cus-

tody.

International commerce increased so dramatically dur-

ing the 19th Century that nations began to view quarantine

as an impediment to trade. Furthermore, when commerce

had been conducted by sailing vessels, the transit time be-

tween ports was often measured in weeks or months; and

an epidemic illness aboard ship would surely have made it-

self evident before landfall. But as steam-powered vessels

replaced sailing ships, the interval between ports was reduced

to days. Thus, for example, a person who recently contracted

smallpox [with an incubation period ofabout 14 days] might

embark in England and land ten days later in New York

without showing evidence of the disease until he was days

beyond the quarantine station.



A British commission studying the feasibility of

quarantine stated: “If it [quarantine] works, it is valuable

beyond price; if it cannot, it is a barbarous encumbrance,

interrupting commerce, obstructing international inter-

course, periling life, and wasting large sums of public

money.” Great Britain’s General Board of Health, in its

1849 report to Parliament, declared quarantines and sani-

tary cordons to be signal failures particularly since diseases

such as yellow fever and cholera did not seem to be com-

municated by touch, as with smallpox.

The Board noted that cholera had arrived in Great

Britain despite stringent quarantine. Furthermore they

observed that none of the nurses or physicians tending the

many cholera victims contracted the disease. Nor could they

explain the mysterious paths taken by cholera in its spread

through the cities of Britain. “Great epidemics,” declared

the Board, “are governed by laws over which quarantine

can exercise no control.”

The German city of Hamburg was the site of a

devastating cholera epidemic in 1 832. Ten years later, Ham-
burg experienced a terrible fire reducing much of the city

to ashes. The city was rebuilt according to strict sanitary

precepts; and when cholera returned, it avoided the recon-

structed region. The Board therefore blamed cholera upon

deplorably filthy living conditions. They concluded: “Quar-

antine pays no regard to these conditions. Blindly intent

on accomplishing an impossible object, it overlooks the cir-

cumstances on which the existence and extension of the

disease really depend.” The true protection against pesti-

lential disease, they declared, was not quarantine regulation

but sanitary measures. Quarantining had neither scientific

nor humanitarian merit and should be abandoned.

The lengthy 1849 report can best be appreciated

by placing it in the context of medical knowledge at that

time. The germ theory of disease had not yet been advanced.

Epidemics were thought to be the consequence of noxious

atmospheric irregularities [miasmas] combined with ill-de-

fined individual susceptibilities The answer, they declared,

rested in improved hygiene and community sanitation. Al-

though their reasoning was faulty their health-protecting

measures turned out to be reasonably successful.

It would be years before the mechanism of spread

of these diseases was understood. Cholera was eventually

shown to be disseminated not by touch but by contami-

nated drinking water, typhus by the interpersonal migra-

tion of body lice, and yellow fever by the intercession of a

mosquito carrying the virus from the afflicted to the

susceptibles.

Only after quarantine had been discredited did the

nations of the world finally agree, in 1909, to form an in-

ternational office to monitor transnational interventions

designed to suppress epidemics. It took centuries to learn

that bacteria are not intimidated by national boundaries.

- Stanley M. Aronson, MD

Sports Medicine

The role of the physician caring for

athletes is to educate, promote

safety in sports participation, and in-

jury prevention, in addition to the

clinical diagnosis and treatment ofath-

letic diseases and injuries. The dual

role of educator and clinician makes

office practice a challenge for all phy-

sicians, especially those treating ath-

letes. Interest in fitness and athleticism

continues to soar. “Athletes” of all ages,

from pediatric to geriatric, with a broad

spectrum of skill levels and expecta-

tions, have come to demand that their

physicians will be available and able to

guide them in their athletic pursuits.

The physicians’ challenge is to remain

one step ahead of these athletes while

synthesizing a continually evolving

knowledge based across multiple dis-

ciplines. In two issues of Medicine &
Health/Rhode Island dedicated to

Sports Medicine we hoped to provide

a useful current concepts of clinical

practice regarding some common prob-

lems encountered in primary care of

the athlete. The February 2000 issue

included the common problem of ex-

ercised-induced asthma, a review of

athletic shoulder disorders, the impor-

tant topics of arrythmia and sudden

cardiac death, a critical review ofHIV
and infectious diseases in sports, and a

timely warning regarding athletic ocu-

lar injuries. This month’s issue is also

diverse, with topics including drug

abuse and doping, athletic knee inju-

ries, problems unique to the female

athlete, and the hazards of concussion

head injuries.

We were pleased to have the op-

portunity to represent the Department

of Orthopaedic Surgery at Brown Uni-

versity and Rhode Island Hospital as

guest editors for these issues regarding

Sports Medicine. Our job as editors

was made easy by the uniformly out-

standing transcripts submitted by the

contributing authors.

- Michael J. Hulstyn, MD,
and Paul D. Fadale, MD

Notice: An Internet Directory for Continuing Medical Education

Physicians can log on free to a directory of continuing medical education

events, symposia, and publications. SeminarPlanet has created a direc-

tory that physicians can search through queries that include subject, loca-

tion, keynote speakers, credits, and time/date. For more information, see

www.seminarplanet.com
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Sports and Drugs in Primary Care

AlbertJ. Puerini, Jr., MD, FAAFP, and Kevin Gorey, ATC

The abuse of drugs and nutri-

tional supplements represents

one of the greatest challenges

in the care of healthy athletic-minded

patients of all ages.

The problem dates back at least

2700 years, to the first Olympic

Games, when, to enhance perfor-

mance, ancient Greek Olympians ate

mushrooms. Aztec athletes, also to

enhance performance, ate coca leaves.

Drugs often do enhance performance,

but some of those same drugs can have

dire consequences. In the 1967 Tour

de France, British cyclist Tony Simpson

died after ingesting amphetamines. 14

East German women athletes given ste-

roids developed severe endocrine dis-

turbances and have had increased

numbers of malformed babies.

The list of potentially abusable

subsances in sports is huge. In this ar-

ticle, we will not attempt an exhaus-

tive review of ergogenic aids, but will

highlight substances of most relevance

to physicians in the primary care set-

ting.

Pharmacological Agents
Steroids

Steroids became popular in

American sports after the 1956 Olym-

pic Games, when American physician

John Ziegler observed the improved

performance of Soviet athletes, result-

ing from testosterone use. Ziegler then

helped develop Dianabol®, a drug that

became exremely popular with Ameri-

can athletes. After years of use and

abuse of this substance, Dr. Ziegler

openly regretted its development for

the rest of his life. After widespread

use in collegiate sports in the 1960s,

the NCAA (National Collegiate Ath-

letic Association) banned the use of

steroids in 1973. In 1976, the Olym-

pics banned steroids and instituted of-

ficial drug testing during the Olympic

Games. In 1990, President Bush

signed the Anabolic Steroids Control

Act, which made the illicit and inap-

propriate distribution of steroids a

felony.

Anabolic steroids are more ap-

propriately termed androgenic-ana-

bolic steroids because in their natural

state they include both androgenic

(masculinizing) and anabolic (build-

ing) properties. Synthetic steroids

have been designed to maximize the

anabolic effects while minimizing the

androgenic effects.

Initially, when sports medicine ex-

perts began studying the effects of ste-

roids on performance, they claimed

that the steroids did not increase

strength - a claim that diminished the

credibility of the experts. In fact, these

substances significantly increase muscle

mass and strength (when combined

with exercise). In one placebo-con-

trolled study, male weight-lifters in-

creased muscle mass by an average of

1 3 pounds and bench-pressed an extra

48 pounds after only 10 weeks. 6

Steroids increase protein synthe-

sis in the muscle. They block the cata-

bolic effect of glucocorticoids, thereby

increasing the amounts ofanabolic/an-

drogenic hormone available. Their

ability to enhance aggressive behavior

may promote a greater intensity in

training.

Steroids have been shown to in-

crease erythropoiesis, improving oxy-

gen transport. Through their

anti-catabolic effects they are able to

increase exercise tolerance, intensity,

and endurance, as well as decrease re-

covery time.

Currently anabolic/androgenic

steroids are approved for use in

hypotestosteronemia, certain anemias,

metastatic breast cancer, hereditary an-

gioedema, endometriosis, and

fibrocystic breast disease.

There are more than 40 steroid

preparations on the market. They come

in oral, parenteral, transdermal, and in-

tranasal forms. Street terms include

juice, roids, crank, D-ball, and

“monkey ball.”

Abbreviations Used:

ADP adenosine diphosphate

ATP adenosine triphosphate

NCAA National Collegiate Athletic

Association

NFL National Football League

They are used in a variety ofways:

continuous dosing; cycling on and off

the drug; stacking (the use of more

than one type of steroid in staggered

cycles); pyramiding (a gradual increase

in dose followed by a gradual taper).

An array is the use of multiple drugs

to enhance the total effect or to coun-

teract side effects.

The negative effects of steroids

have been clearly documented. They

significantly decrease HDL levels and

increase LDL and triglycerides, pro-

ducing a potential increase in cardio-

vascular risk. They cause altered

glucose tolerance and can increase

blood pressure. They can cause acne

and accelerate male pattern baldness.

Gynecomastia is common. The risk

of HIV and hepatitis increases with

shared needle use. The oral forms are

associated with peliosis hepatitis,

cholestatic jaundice, and hepatocellu-

lar adenoma and carcinoma. Infertil-

ity is also seen.

Central nervous system affects in-

clude increased aggression, so called

“‘roid rage,” depression, mania, psy-

chosis, and increased libido. The

changes are similar in females and

males.

In 1987 a survey published in The

Journal of the American Medical Asso-

ciation found that 7% of all high

school males had used steroids.
3 Any

otherwise healthy athlete exhibiting a

combination of the above signs and

symptoms should raise the physician’s

suspicion of steroid use and stimulate

further investigation.

Because of the prevalence of their

use in sports at all levels, physicians are

obligated to maintain a high level of
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suspicion and must educate athletes to

the serious dangers of steroid use. (In

the primary care setting, blood or urine

testing is not useful.)

Amphetamines

Amphetamines were first used

during World War II, when soldiers

took them to increase alertness.
9 To-

day, although amphetamines are con-

trolled prescription drugs, they are

commonly used by athletes at all lev-

els.

Structurally, they are similar to en-

dogenous catecholamines, such as epi-

nephrine. Their mechanism of action

is stimulation of the sympathetic ner-

vous sytem, through the release of nor-

epinephrine.

As a result of this action, athletes

perceive a delay in the onset of fatigue

or exhaustion, There also may be a de-

lay in pain perception. Generally, skills

such as speed, power, endurance, and

concentration may be mildly enhanced

during the peak effect, one to two

hours after ingestion.

However, amphetamine use is in-

herently dangerous. Deaths have been

reported in athletes due to its use. Be-

cause it induces hypertension and ta-

chycardia, its use places excessive stress

on the cardiovascular system, already

stressed by exercise. Its ability to delay

the senation of fatigue may allow the

athlete to push dangerously beyond

normal limits, increasing the possibil-

ity of heat injury and circulatory

failture. Other side effects include ir-

ritability, insomnia, angina, cardiac

arrhythmia, headache, and cerebral

hermorrhage. Excess use leads to psy-

chosis, and acute withdrawal may pre-

cipitate serious depression.

There are more than 40

steroidpreparations on

the market. . . . Street

terms include “juice,
”

rotas, crank,

“D-ball, ” and

“monkey ball. ”

Cocaine

Because cocaine is one of the lead-

ing recreational drugs, athletes may use

it both for recreation and for compe-

tition. Cocaine can not only enhance

athletic performance, but also bolster

confidence. Its mechanism of action

is inhibition of the re-uptake of nor-

epinephrine and dopamine. A 1986

survey of the National Football League

identified it as the most commonly

abused drug. 7

There are no well-controlled stud-

ies on the ergogenic potential of co-

caine. Therefore, little is known of its

effect on athletic performance.

Although cocaine use by athletes

has become far too common, most is

recreational. However, some athletes

believe cocaine to be ergogenic. The

drug creates an intense euphoria that

is thought to increase self-confidence

and motivation. Like amphetamines,

cocaine masks both fatigue and pain,

increases alertness, makes the athlete

feel energetic, and has strong addictive

potential.

Athletes must recognize that even

ifcocaine use could bolster athletic per-

formance, the risks far outweigh the

benefits. Deaths of some prominent

sports figures have been directly attrib-

uted to cocaine use.

The most dramatic danger of co-

caine use is sudden cardiac death.

Strokes have been reported. Smoked

“crack” cocaine is even more danger-

ous because its rapid absorption inten-

sifies its effects.

Alcohol

Alcohol consumption is the #1

drug problem in the United States to-

day. Some athletes use alcohol prima-

rily for its psychological effects. The

athletes believe that alcohol bolsters

self-confidence, calms the nerves, re-

duces inhibitions, and makes them

more alert. Studies, though, suggest

that alcohol impairs most psychomo-

tor functions associated with sport per-

formance. 5 Although athletes can feel

more alert and self-confident, their re-

action time, coordination, movement

and thinking are impaired. Well-con-

trolled studies consistently support the

conclusion that alcohol ingestion has

no ergogenic effects on strength, power,

speed, local muscle endurance, or car-

diorespiratory endurance. 14

More important than its lack of

ergogenic qualities, alcohol has many

ergolytic features. Its depressant effects

on the central nervous system dull pain

sensation; but pain indicates injury;

and the athlete who continues with

physical activity while injured always

risks increasing the extent of the injury.

Alcohol suppresses the release of an-

tidiuretic hormone, causing the body

to excrete more water in the urine. This

can transiently decrease blood pressure

and cause dehydration. Alcohol also

causes peripheral vasodilation, which

can trigger hypothermia in cold envi-

ronments.

Diuretics

Diuretics are used in sports pri-

marily in two settings.

First, in sports where competitors

are matched by weight divisions, such

as wrestling, boxing, and weightlifting,

diuretics are used to promote a forced

rapid weight loss.

Second, some athletes feel that by

increasing urine volume they can di-

lute concentration of other banned

substances, making their detection

more difficult. However, with the in-

creased technology and specificity of

drug testing, this is not likely to be ef-

fective.

Diuretics lead to significant

weight loss, but no evidence suggests

any potentially ergogenic effects. In

Medicine and Health / Rhode Island



fact, several side effects make the

diruretics ergolytic. The fluid loss re-

sults primarily from losses in extra cel-

lular fluid. For athletes, particularly

those dependent on moderate to high

levels of endurance, this reduction in

plasma volume reduces maximal car-

diac output, which in turn reduces

aerobic capacity and ultimately impairs

performance.

Nutritional Supplements

Creatine

Creatine is one of the most widely

used legal supplements avialable to

athletes today. An estimated 30%-

50% of professional athletes use it on

a regular basis. Some professional

teams have tubs of creatine in their

locker rooms. It First became popular

after the 1992 summer Olympic

games in Barcelona, when gold med-

alists Linford Christie (100-meter

dash) and Sally Gunne (400-meter

hurtles) credited their quick recovery

and increased training to creatine.

The NFL’s Troy Aikman and John

Elway, as well as major league

baseball’s home run king Mark
McGuire, use it openly. Bodybuild-

ers, sprinters, boxers, weekend athletes

and student athletes use a variety of

forms in a variety of doses.

According to the Nutrition Busi-

ness Journal, the sale of creatine was

expected to surpass $200 million in

1998. 16 Although it is not condoned

on the college and high school level, it

is readily available to any athlete.

Creatine is a naturally occurring

substance in the body. It is derived

from amino acids and produced natu-

rally in the liver, kidney, and pancreas.

It is also found in meat and fish.

Creatine binds phosphate to form

creatine phosphate. During brief in-

tense anerobic actions, such as sprint-

ing and weightlifting, creatine

phosphate facilitiates the conversion of

ADP to ATP. The result is more en-

ergy to sustain these powerful muscle

contractions Many athletes believe that

supplemental creatine may speed up

this refueling process when one needs

quick repetitive explosive energy. Also,

creatine phosphate buffers the intrac-

ellular hydrogen ions associated with

lactate production, thereby decreasing

recovery time.

Ironically, those who use it most,

probably benefit least, if at all. Many
power athletes consume large amounts

of fish and meat. There is a saturation

point beyond which no further creat-

ine can be stored in a muscle. Adding

more beyond that point probably has

minimal or no effect.

The issue of most concern is that

large well-controlled studies are lack-

ing. Numerous smaller studies report

mixed results. Most of creatine’s popu-

larity stems from the plethora of anec-

dotal reports in health clubs and on

athletic teams.

Potential side effects include nau-

sea, diarrhea, weight gain from the in-

creased water in muscle cells,

dehydration and muscle cramping in

the torso and large muscles. Tightness

of the hamstring muscles has been fre-

quently reported.

The real problem, however, may

be not in what we know about creat-

ine, but in what we do not know.

There is no available data on long-term

effects of regular ingestion. The pri-

mary concern is its effects on heart

muscle and kidneys after long-term

regular use, especially by rapidly grow-

ing adolescents.

The FDA (Food and Drug Ad-

ministration) recommends that creat-

ine be used only with a physician’s

advice. Flowever, its widespread avail-

ability makes it unlikely that athletes

will ask their doctors. In fact, most

informed physicians do not recom-

mend its use. Clearly, more needs to

be learned about this supplement. It

is the physician’s responsibility to in-

form his athletic patients of the poten-

tial risks, benefits, and side effects of

creatine use.

Androstenedione

Androstenedione, often called

“Andro,” also occurs naturally in the

body. It is produced in the adrenal

glands and in the gonads, found natu-

rally in some meats and plants, and can

be produced synthetically. It is readily

available in most retail stores. Andros-

tenedione is a metabolic precursor to

testosterone. Athletes who use andros-

tenedione typically experience tran-

sient elevations of their testosterone

levels. More testosterone can translate

into more muscle mass and more

strength.

While manufacturers of

androstendione say it does not pose the

same hazards as anabolic steroids, the

Association of Professional Team Phy-

sicians has cautioned that “its chemi-

cal structure is that of a steroid and

possible side effects may be similar to

those of anabolic steroids.” A recent

study inJAMA found that androstene-

dione given to 20 men in an 8-week

weight training program produced no

change in muscle strength and test-

osterone levels as compared to men in

a placebo group. 17

The FDA classifies androstendione

as a dietary supplement. The Interna-

tional Olympic Committee, the Na-

tional Collegiate Athletic Association,

and the National Football League ban

it. Major league baseball allows it.

Although androstendione has

been available for over 60 years, there

are very few well-controlled studies

describing its benefits and risks. This

supplement potentially has more seri-

ous implications than creatine and

should be discouraged.

Other Supplements

Amino acids, aspartates, boron,

caffeine, carnitine, chromium, co-en-

zyme Q, DFIEA, Ginseng, Ma Huang

and Yohime are just a few of the hun-

dreds of supplements that promise to

enhance athletes’ performance. Their

street names - “Andro fire,” “Lean

Machine,” “Whey Beyond,” and

“Muscle Max” - beckon athletes to

spend hundreds of dollars monthly.

These aids can be costly and po-

tentially harmful. No clear benefits

have been documented in any reliable

study.

Unfortunately, these supplements

are subject to little regulation by the

FDA.

L-Tryptophan ingestion was

linked to multiple cases of eosinophilia

myalgia syndrome and 32 deaths due

to contamination by the manufacturer.

Gamma-butyrolactone, an ingredient

in many supplements found in health



clubs, was recently recalled by the FDA
because of 55 serious adverse inci-

dents, such as loss of consciousness,

coma, respiratory failture, seizures,

mental status changes, and one death.

These examples illustrate the quality

and purity concerns of unregulated

“nutritional aid” supplements. As a

rule, these agents should be strongly

discouraged until further research

documents their safety and efficacy.

Conclusion
Unfortunately, drug testing is not

done in high schools, is performed only

occasionally on the collegiate level, and

even at the Olympic level is random

and disorganized. For the physician,

drug testing is not the answer. In ad-

dition, nutritional suplements are avail-

able to all, although there is little proof

of their efficacy and even less is known

of their potential dangers.

The desire to win leads athletes to

look for anything to improve their per-

formance. As a result, aggressive ad-

vertising aimed at high school, college

and recreational athletes has spurred

retail sales ofdietary supplements alone

to $3.3 billion in 1990. 2 Revenues in-

crease yearly.

The clinician needs to educate

him/herself and then his/her athletic

patients to the uselessness and inher-

ent dangers of pharmacological agents

and nutritional supplements promoted

as ergogenic aids. This is a formidable

task. However, amidst the availability,

questionable value, and potential dan-

gers of ergogenic aids, one dictum re-

mains clear. For a well-defined and

healthy body there are aboslutely no

substitutes for a balanced diet, ad-

equate fluid intake, and a proper exer-

cise program.
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Forthcoming:

Blood-Borne Pathogens:

A CME Issue

Medicine & Health/Rhode Island is pleased to dedicate

the July 2000 issue to blood-borne pathogens. This issue will

be guest-edited by Marguerite Neill, MD.

Brown University School of Medicine is accredited by the Ac-

creditation Council for Continuing Medical Education (ACCME)

to provide Continuing Medical Education for physicians.

Brown University School of Medicine designates this educa-

tional activity for a maximum of 2 hours in Category 1 credit

towards the AMA Physician’s Recognition Award. Each physi-

cian should claim only those hours of credit that he/she actually spent in the educational activity.

This satisfies the State of Rhode Island’s requirements for 2 credits in blood borne pathogens.
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Concussion and Head Injury

Paola Santalucia, MD, and Edward Feldmann, MD

Head injury is a major public

health problem and a com-

mon cause of death and dis-

ability in young people. In the USA,

head injuries place considerable de-

mands on health services. 'The annual

incidence of traumatic brain injury in

the USA varies from 175 to 367 per

100,000 population. Each year, in the

USA head injuries cause 100,000

deaths and permanent disability in

75,000 people.
2 Head injuries occur at

all ages, but the peak is in young adults

between the ages of 15 and 24. 3 An

estimated 300,000 sports-related head

injuries, most of which can be classi-

fied as concussions, occur in the United

States each year.
4,5

Head injury presents with a wide

range of severity. Some patients die be-

fore admission to the hospital. Others

have head trauma so mild that they do

not even come to medical attention at

the time of initial injury. Instead, they

present to their primary care physician

days, weeks or even months later. In

between these extremes are those in

coma, either initially or as a result of

complications, those with moderate to

severe head injury admitted to the hos-

pital, and a larger number who are dis-

charged home from the Emergency

Department. 1

Traumatic head injury occurs as a

result ofviolent contact forces or rapid

acceleration/deceleration movements

of the head, with or without evidence

of external trauma. Some degree of

disturbance of consciousness is the

most common symptom of head

injury, ranging from brief loss of

contact with the environment to

coma. Coma may be prolonged, last-

ing for several hours, days, or even

weeks when there is brain swelling,

hemorrhage, diffuse axonal injury

(DAI), contusion or laceration of the

cerebral cortex. 3

The severity of traumatic brain

injury is classified by certain measures,

including duration of loss ofconscious-

ness, duration of post-traumatic am-

nesia, and the Glasgow Coma Scale

(GCS) score. Patients are typically clas-

sified as having a concussion versus a

severe head injury. Subdividing pa-

tients with a traumatic head injury into

these categories facilitates determina-

tion of appropriate medical treatment

and prognosis for recovery.
6

Concussion
The Quality Standard Subcom-

mittee of the American Academy of

Neurology has defined concussion as a

“trauma-induced alteration in mental

status that may or may not involve loss

of consciousness.”
7 The term brain

concussion is often used in the litera-

ture as a synonym for mild traumatic

brain injury (MTBI) and implies a

transient disturbance ofneuronal func-

tion secondary to mechanical forces.

MTBI has been defined by the Ameri-

Abbreviations Used:

CT computed tomography

DAI diffuse axonal injury

EDH epidural hemorrhage

GCS Glasgow Coma Scale

MRI magnetic resonance imaging

MTBI mild traumatic brain injury

PCS postconcussion syndrome

SAH subarachnoid hemorrhage

SDH subdural hemorrhage

Table 1. Grading scale for severity of concussion 7

GRADE • Transient confusion

• No loss of consciousness

GRADE II

GRADE

Concussion symptoms or mental status abnormalities on

examination resolve in less than 15 minutes

Transient confusion

No loss of consciousness

Concussion symptoms or mental status abnormalities on

examination last more than 15 minutes

Any loss of consciousness, either brief (seconds) or

prolonged (minutes)

can Congress of Rehabilitation in 1993

as “head trauma with loss of conscious-

ness lasting less than 30 minutes, a

Glasgow Coma Scale (GCS) score of

13 or more and post traumatic amne-

sia lasting less than 24 hours.” 8 The

typical patient with MTBI suffers a

brain concussion.

The mechanism of a concussion

is a change in the momentum of the

head. Either movement is imparted to

the head by a blow or movement of

the head is arrested by a hard, unyield-

ing surface. These two types of blunt

head injury are called accelerative and

decelerative, respectively.
9 In football,

for example, accelerative forces are gen-

erated when an opponent or the ball

hits an athlete’s head. The site of maxi-

mal injury is usually beneath the point

of cranial impact (coup injury).

Decelerative forces, which are gener-

ated when an athlete’s head strikes the

ground or some stationary object, pro-

duces maximal brain injury opposite

the site of cranial impact (contrecoup

injury).
10 The severity of the concus-

sion is only roughly proportional to the

magnitude of the applied traumatic

force.

Confusion and memory dysfunc-

tion commonly follow a concussion,

either immediately after the blow to the

head or several minutes later. There-

fore, close observation and careful ex-

amination of the patient are necessary.

The main features of confusion in-

clude: 1) disturbance of vigilance, dis-

tractibility; 2) inability to maintain a



Table 2. Sideline examination in evaluation of

concussion.

• ORIENTATION Time

Place

Person

Circumstances of injury

• CONCENTRATION Repetition of digits backwards

Months of the year in reverse order

• IMMEDIATE MEMORY Names of the teams

Details about the game

• DELAYED RECALL Recall of 3 words at 0 and 5 minutes

• NEUROLOGICAL EXAMINATION

• EXERTIONAL TESTS

coherent sequence of thought; 3) in-

ability to carry out a set ofgoal-directed

movements. Memory dysfunction may

involve memory loss for the events fol-

lowing the injury (post-traumatic or

anterograde amnesia), for events pre-

ceding the injury (retrograde amnesia)

or failure to retain new information. 11

A grading scale to determine the se-

verity of concussion has been estab-

lished by a consensus of experts who
reviewed all existing scales. This scale

has been used in sports medicine

(Table l).
7

Evaluation of concussion
Concussions must be carefully

recognized and evaluated in order to

assess their severity. In sports-related

head injuries, proper evaluation will

decide whether the athlete has an im-

mediate or delayed return to competi-

tion. In a Grade I concussion, the

athlete is never unconscious and suf-

fers only momentary confusion or

mental status alterations. Players com-

monly refer to this state as having been

“dinged” or having their “bell rung”.

In a Grade II concussion, there is also

no loss of consciousness, but the ath-

lete experiences symptoms or exhibits

signs of mental status alterations that

last longer than 13 minutes. Any per-

sistent Grade II symptoms (greater

than 1 hour) warrant medical obser-

vation and neurological examination.

Grade III concussion is usually easy to

recognize. The athlete is unconscious

for some period of time.
7
Early (min-

utes to hours) symptoms following any

concussion may include headache, diz-

ziness, nausea, vomiting, slurred

speech, imbalance and incoordination.

Late (days to weeks) symptoms include

persistent low-grade headache, poor

attention and concentration, memory

dysfunction, easy fatigability, irritabil-

ity, anxiety and depressed mood, and

sleep disturbance. 6,11

Neuroimagingplays an

important role in the

evaluation ofhead

injury.

Assessment of any potential brain

damage after concussion is best

achieved by a clinical examination im-

mediately after the event. A standard-

ized sideline evaluation for immediate

assessment ofconcussion in athletes has

been proposed. 12 The sideline exami-

nation, according to the Colorado

Medical Society and American Acad-

emy ofNeurology Guidelines, contains

four components: orientation (to time,

place, person, and circumstances of

injury), concentration (repetition of

digits backwards, months of the year

in reverse order), immediate memory

(names of the teams or details about

the game), and delayed recall (recall of

3 words at 0 and 5 minutes). Neuro-

logical examination of pupils (symme-

try and reaction), strength, sensation

and coordination should be performed

along with exertional tests (40-yard

sprint, sit-ups, push-ups, knee bends)

in order to assess the physical condi-

tion of the athlete at rest and on exer-

tion (Table 2).
7,1 1,12 The possibility of

a skull fracture should always be ruled

out. Findings that may point to a skull

fracture include postauricular he-

matoma, otorrhea, rhinorrhea, “rac-

coon eyes”, hemotympanum, and

visual disturbances due to optic nerve

damage. 10

Management of concussion

The management ofconcussion is

determined by its severity (Table 3).

Initial treatment of a Grade I concus-

sion requires the player to be removed

from the game and observed on the

bench. After a sufficient period oftime

(15 to 30 minutes), if the athlete re-

mains asymptomatic, both at rest and

on exertion, and has full recall for

events that occurred just before the in-

jury, return to the game may be con-

sidered. This assumes the athlete has

not sustained any neck injury. Ifan ath-

lete has any symptoms during either

rest or exertion, or if his performance

is impaired, continued neurological

observation is essential.

Table 3. Management of concussion according

to its severity.

GRADE I • Remove the athlete from the game
• May return to play if asymptomatic after 15-30 minutes

GRADE II and III • Locate the athlete on a fracture board

• Immobilize head and neck

• Remove the athlete from the game
• Neurological and/or neurosurgical evaluation at a

medical facility

Medicine and Health / Rhode Island



Table 4. Glasgow Coma Scale (GCS).

Eye opening None 1

in response to pain 2

In response to verbal command 3

Spontaneous 4

Verbal response None 1

Incomprehensible sounds 2

Inappropriate words 3

Confused 4

Oriented 5

Motor response None 1

Abnormal extension 2

Abnormal flexion 3

Withdrawal 4

To a localized stimulus 5

To verbal command 6

Total= 3-15

The initial management of Grade

II and Grade III concussion is identi-

cal to management of a suspected cer-

vical spine fracture. The athlete should

be located on a fracture board with

head and neck immobilized, removed

from the game and evaluated by a neu-

rologist or neurosurgeon at a medical

facility.

Neuroimaging plays an important

role in the evaluation of head injury.

With uncomplicated brain concussion,

there is usually no structural brain in-

jury evident on MRI or CT scans.

However, it is important for clinicians

to realize that any brain concussion

may be complicated by coexistent cor-

tical contusion or development of in-

tracranial hem-

orrhage. 6 Wor-

risome signs or

symptoms must

be identified

quickly, and evi-

dence of intrac-

ranial pathology

must be sought

for and dealt

with emergently.

Prolonged un-

consciousness,

persistent mental

status alteration,

worsening post-

concussion
symptoms, or

abnormalities on

neurologic ex-

amination re-

quire urgent neurosurgical

consultation and emergent imaging. 11

In every patient suffering from Grade

II and III concussions, possible intrac-

ranial bleeding should be ruled out.
13

A non-contrast CT scan of the head is

the study of choice. Intracranial bleed-

ing, evolving cerebral edema associated

with cortical contusions or diffuse ax-

onal injury may account for progres-

sive deterioration in neurological

function. Patients with concussion

should be admitted for observation if

in the Emergency Department they

manifest confusion, lethargy, a GCS
score of less than 15 (Table 4), abnor-

mal findings on CT scans, and/or fo-

cal neurological signs.
6

Return to competition

Guidelines for return to competi-

tion are not only based on the severity

of an individual concussion, but also

on the incidence of prior concussions

(Table 5). In Grade I concussion, re-

turn to competition must be deferred

until all symptoms (headache, dizzi-

ness, impaired orientation, concentra-

tion, memory) have resolved, at rest

and during exertion. A second such

mild concussion mandates removal

from competition for at least two

weeks, and return at that time is advis-

able only if the athlete is asymptom-

atic at rest and during exertion for at

least one week. Three mild concussions

should terminate a player’s season.

Following a first concussion of

Grade II severity, return to competi-

tion may occur as soon as one week

after the athlete is asymptomatic both

at rest and on exertion. After a second

such moderate concussion, return to

play should be deferred for at least one

month, and termination of the season

should be considered. Three moderate

concussions mandate termination of

the season, as would an abnormality

on a CT scan or MRI.

After a Grade III concussion, the

athlete must not be allowed to play for

at least one month. Return is allowed

at that time only if the athlete has been

asymptomatic at rest and on exertion

for at least one week. Two severe con-

cussions or any neuroimaging abnor-

mality should terminate the season. If

asymptomatic at rest and exertion, an

Table 5. Guidelines for return to competition after head injury 13,14

1
st concussion 2nd concussion 3rd concussion

• GRADE 1

0 Remove from competition
0 May return to play if asymptomatic

after 15-30 minutes

0 Remove from competition for at

least 2 weeks
0 May return to play if asymptomatic

for at least 1 week

0 Terminate player’s season
0 May return to play if

asymptomatic for 3 months

•GRADE II

0 Remove from competition
0 May return to play if asymptomatic

for at least 1 week

0 Remove from competition
0 May return to play if asymptomatic

for at least 1 month

0 Terminate player’s season
0 May return to play next season

if asymptomatic

• GRADE III
0 Remove from competition
0 May return to play in a 1 month if

asymptomatic for at least

2 consecutive weeks

0 Terminate player’s season
0 May return to play next season

if asymptomatic

0
Terminate player’s season

0 Discourage the athlete from

returning to competition in

contact sports
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athlete whose season was terminated

according to these criteria may return

to play the next season. An athlete who

had had 3 such concussions or who
requires intracranial surgery or has hy-

drocephalus should be discouraged

from returning to competition in con-

tact sports.
13,14

Second impact syndrome
The second impact syndrome de-

scribes a concussion that occurs while

an individual is still symptomatic from

an earlier one. Specifically, the second

impact syndrome has been defined as

occurring when “an athlete who has

sustained an initial head injury, most

often a concussion, sustains a second

head injury before symptoms associ-

ated with the first have fully

cleared.

”

15,16,1

7

This results in loss of

cerebrovascular autoregulation and

progressive cerebral edema. Cere-

brovascular congestion resulting from

the second impact syndrome may be

detectable on head CT scans.
6 Such

diffuse cerebral swelling is well recog-

nized cause of catastrophic deteriora-

tion resulting in death or persistent

vegetative state after an apparently mi-

nor head injury.

The pathophysiology of second

impact syndrome involves loss of au-

toregulation of the brain’s blood sup-

ply, secondary vascular engorgement,

and markedly increased intracranial

pressure, which lead to herniation ei-

ther of the medial surface (uncus) of

the temporal lobe or lobes below the

tentorium or of the cerebellar tonsils

through the foramen magnum. The

usual time from second impact to

brainstem failure is rapid, about 2 to 3

minutes. 18 This underscores the im-

portance of removing athletes from

competition until they are clearly as-

ymptomatic.

Postconcussion syndrome
Postconcussion syndrome (PCS)

refers to somatic, affective and cogni-

tive symptoms that may complicate the

recovery from a MTBI. These symp-

toms are often brought to the atten-

tion of primary care physicians days,

weeks, or even months after the initial

traumatic event. The most common

symptoms are headache and dizziness.

Other symptoms include fatigue, con-

centration difficulty, sleep disturbances

and emotional dysfunction. 6,19 The

clinical presentation of the PCS is re-

markably consistent, although the re-

ported incidence varies widely. PCS
may be a persistent phenomenon for

6-12 months, or rarely years. PCS re-

sists treatments but eventually the

symptoms resolve. The cause of PCS
is controversial. Its high frequency sug-

gests that the cerebral insult is the prin-

cipal cause. However, some experts

believe that although PCS may initially

have an organic basis, it may persist

because of psychological factors.
20

Severe Head Injury

Approximately 10% of head inju-

ries are classified as severe.
21 The most

common severity classification employs

the Glasgow Coma Scale, 3,9 consider-

ing a score of 13-15 as mild, 9-12 as

moderate, and 3-8 as severe. The GCS
is useful for following the course and

predicting the outcome of severe head

injuries. For example, a score of less

than 8 is typically associated with a

poor prognosis for complete recovery.

Severe brain injuiy, in contrast to

concussion, is associated with patho-

logic change in the brain. These changes

are described in the sections that follow.

Brain Contusion
Contusions are areas of focal cor-

tical injury that result either from di-

rect external contact forces or from the

brain being slapped against intracranial

surfaces with acceleration/deceleration

trauma. Commonly involved sites in-

clude the bases of the frontal and ante-

rior temporal lobes.

Parasagittal contusions may occur

with whiplash injury and result

from acceleration/deceleration of

the head without direct impact. ^
Contusions are associated with lo-

calized ischemia, edema, mass ef-

fect and poorer outcome in patients

whose clinical presentation otherwise

suggests only a MTBI. Signs of a con-

tusion vary with cortical location and

may include focal weakness, numbness,

incoordination, and memory and cog-

nition dysfunction. 6

Acute Epidural Hemorrhage
Epidural hemorrhage (EDH) is

due to a temporal or parietal fracture

with laceration of the middle

meningeal artery. The classic case is that

of a victim of head injury who was

unconscious only momentarily. A few

hours or a day later, after the so called

“lucid interval” headache of increasing

severity develops, with vomiting,

drowsiness, confusion, aphasia, sei-

zures, hemiparesis and development of

coma. The pupil may dilate on the side

of the hematoma. Death due to respi-

ratory arrest is invariable if the clot is

not removed surgically. The visualiza-

tion of a fracture line across the course

of the middle meningeal artery and

knowledge of which side of the head

was struck are of aid in diagnosis and

lateralization of the lesion. The CT
scan reveals a lens-shaped clot with a

smooth inner margin. 9

Subdural hemorrhage
Subdural hemorrhage (SDH) oc-

curs when trauma tears the bridging

veins in the subdural space with result-

ing hemorrhage between the brain sur-

face and the durae. These hemorrhages

may be acute, subacute, or chronic. In

acute SDH there may be a brief lucid

interval between the blow to the head

and coma, but more often the patient

is comatose from the time of the in-

jury and the coma deepens progres-

sively. 9 In severe instances the

underlying brain is often contused. Oc-

casionally, the brain itself will not be

injured, and the SDH develops slowly

over a period of days to weeks. Such

chronic SDHs are often associated with
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headache and may cause a variety of

very mild, almost imperceptible, men-

tal, motor or sensory signs and symp-

toms.

Subarachnoid hemorrhage
Subarachnoid hemorrhage (SAH)

results from bleeding of small vessels

coursing within the subarachnoid

space. They are torn by shearing forces

during the acceleration or deceleration

phase of brain movement in the con-

cussive episode. The history is often

quite similar to that of patients with

uncomplicated concussions.

Headache is the most common
presenting complaint. Usually there is

no evidence of focal neurological defi-

cit. There is often a period of amnesia

around the concussive event, both an-

terograde and retrograde. In the ab-

sence of more severe associated

intracranial lesions, traumatic SAH
generally has a benign clinical course.

Diffuse axonal injury

Diffuse axonal injury (DAI) is

typically associated with a severe head

injury with coma lasting longer than 6

hours. It is the result of shearing and

stretching of neuronal axons.

Neuroimaging tipically reveal focal le-

sions less than 1 cm in diameter in the

corpus callosum, the dorsolateral aspect

of the rostral brain stem, and lobar

white matter. Most of such lesions are

nonhemorrhagic and best detected on

MRI. When associated with prolonged

coma, DAI usually has an unfavorable

outcome. 3

Management of severe head
injury

An examination should be per-

formed at the scene of the accident

before the patient is moved. A clear

airway must be assured and pulse and

blood pressure obtained. The head and

neck must be immobilized. The depth

of coma, size of the pupils and their

reaction to light, ocular movements,

corneal reflexes, reactions to the pain

stimulation, muscle tone, predominant

postures, and reflexes should be as-

sessed. The scalp should be carefully

inspected. Bogginess of the temporal

or postauricular area (Battle’s sign),

bleeding from the nose or ear, and ex-

tensive conjunctival edema and hem-

orrhage are useful signs of an

underlying skull fracture. The Glasgow

Coma Scale provides a practical means

to evaluate the state of impaired con-

sciousness at frequent intervals. Com-
puted tomography is of central

importance. 22 Readily available at all

major trauma centers, it is the study of

choice for evaluating the extent ofacute

hemorrhage and skull fractures. In the

presence of contusions, brain edema,

and displacement of central structures

it is crucial to monitor the progression

of these lesions and to control the in-

tracranial pressure. The clinical status

of the patient and the results of

neuroimaging establish the need for

surgical intervention. The presence of

epidural or subdural clot causing a shift

of central brain structures calls for im-

mediate evacuation.
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Common Athletic Knee Injuries

Paul D. Fadale, MD, and MichaelJ. Hulstyn, MD

Abbreviations Used:

ACL anterior cruciate ligament

AP anterior posterior

MCL medial collateral ligament

MRI magnetic resonance imaging

I
njuries to the knee are a common,

highly publicized occurrence in

athletic individuals. Recently, the

identification of a higher rate of knee

ligament injuries in female athletes at

a time when women’s sports is enjoy-

ing an explosion of popularity causes

further concern. 1 Most often these pa-

tients will present to their primary

care physician for initial evaluation.

The history and physical exam remain

the most accurate and cost-effective

tool in evaluating the injured athlete.

Furthermore, radiographic studies can

only help confirm some of the many

possible injury patterns and must not

be solely relied upon.

Classically an anatomic approach

to injury evaluation and treatment has

been used to teach musculoskeletal pa-

thology. However, these soft tissue in-

juries rarely occur in isolation, but

commonly occur in combinations.

The physical exam is the key in diag-

nosing these injuries and, thus, in

choosing the proper treatment regi-

men for these patients. When exam-

ining the knee, it is imperative to have

the patient relax as much as possible.

Most athletes are well aware of the

possible dysfunction following a seri-

ous knee injury and are apprehensive.

Supporting the head and injured knee

with a pillow, relaxing the abdominal

muscles, and calming the patient pre-

vent muscle spasm, which could make

subtle ligamentous instability impos-

sible to detect. Every knee exam

should be done by examining the un-

injured side first and then comparing

the injured side to it. Only this com-

parison of normal to abnormal will ac-

curately reflect the degree of injury.

Anterior Cruciate
Ligament

The anterior cruciate liga-

ment functions as the primary re-

straint to anterior tibial

translation. 2
Initially it was

taught that tears of the ACL oc-

curred secondary to direct knee

trauma such as can occur in football.

Sports requiring twisting and decel-

eration are at highest risk for the pro-

duction of an anterior cruciate

ligament injury. Contact can cause

but is not required to injure the liga-

ment. When injured, the patient usu-

ally recalls hearing a pop and an

effusion occurs within a few hours. 3

There is a sensation that the knee

“shifted’’ or “came apart”. This clas-

sic presentation alone is greater than

70% accurate for the diagnosis ofACL
disruption. These injuries are being

seen with increasing frequency and

can result in significant knee dysfunc-

tion. Unfortunately, these injuries

continue to be diagnosed as “sprains”

and are often missed. The initial

swelling and pain will usually im-

prove; this can result in cessation of

the work-up. Unfortunately these in-

juries are permanent, often lead to

progressive degeneration within the

knee, or result in significant activity

reduction for the patient. The treat-

ing physician must maintain a high

degree of suspicion if he/she hopes to

make the correct diagnosis.

If possible, immediate examina-

tion is often the most helpful and ac-

curate before swelling and pain cause

reflex muscle spasm. The examina-

tion begins with observation and pal-

pation of an effusion. Lack of flexion

is consistent with an effusion while

lack of extension is consistent with a

mechanical block such as an en-

trapped meniscal tear or stretching of

a painful ACL disruption. The
pathognomonic finding on physical

examination for a torn ACL is a posi-

tive Lachman test. With the patient

supine, and the knee flexed 20 de-

grees, the physician places one hand

around the lower thigh, and the other

around the upper leg. With the fe-

mur stabilized, the tibia is pulled for-

ward. Normally there is only a trace

of motion across the knee joint and a

firm end-point is felt. With an ACL
tear, there is increased excursion across

the joint and the firm end point is re-

placed with a soft feeling at the ex-

tremes of motion.

The first test obtained is an x-ray.

Suggested views include AP, lateral,

sunrise, and 45 degree flexed

weightbearing view. The pathogno-

monic, but uncommon, finding of

ACL disruption is the Segond fracture

off of the lateral tibial plateau. Avul-

sion of the tibial spine is more com-

mon in the pediatric population but

can occur in adults. Today the most

popular and most expensive study or-

dered for the evaluation of the injured

knee is the MRI. Although the MRI
need not routinely be used to make

the diagnosis ofACL tear, it is useful

for detecting concomitant injuries

such as bone bruises or meniscal

tears.
4 The referring physician must

know the accuracy of MRI reports in

his/her setting as these can vary

widely, and s/he should be able to read

the film.

Because of its intra-articular lo-

cation, the anterior cruciate ligament

is unable to heal or be directly re-

paired. Once torn, it remains so.

There are three general treatment cat-

egory options for the ACL deficient

patient.
5,6

First, “conservative care”

with activity modification is usually

unacceptable to an athletic individual

and may not be as benign as once
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thought. There is a high likelihood

of further knee instability, which can

cause further damage within the knee.

Therefore a second option of bracing

in combination with physical therapy

and exercise is the initial choice of

many patients. Ultimately, strength

of the injured limb should be at least

85% of the normal knee. Greater

strength is desirable. A complete

lower extremity rehabilitation pro-

gram is necessary prior to returning

to sports. Controversy has sur-

rounded the use of braces. 7 The ac-

cepted recommendation for their use

has been brought into question be-

cause of minimal scientific support.

Claims for their ability to “hold the

knee together” and “protect the knee

from further damage” have not been

proven. Presently, many feel that

braces do play a role in the care of

knees that are not surgically repaired

and function by proprioceptive facili-

tation of the thigh musculature. Re-

alistic limitations of bracing must be

honestly explained to the athlete, as

the braces are unable to prevent knee

subluxation or further injury under

athletic loads. Again, if the knee re-

mains unstable, there is concern for

the development of further meniscal

injury and early onset arthritis. There-

fore, as a final option patients may

seek surgical reconstruction. This

option offers the greatest chance for

athletes to return to high demand

sports and therefore is becoming the

most popular treatment option.

Medial Collateral Ligament
The medial collateral ligament

(MCL) is the most commonly injured

knee ligament. The true incidence

may never be known because the more

frequent lesser grade injuries are never

reported. Contrary to the ACL, the

MCL is extra-articular and has tre-

mendous capacity to heal. The major

function of the MCL is to prevent the

knee from buckling inward. Disrup-

tion of the MCL can occur with a val-

gus, external rotation force such as

with skiing or with a straight lateral

blow to the thigh or leg such as in

football.
8 Physical examination reveals

tenderness along the ligament, espe-

cially at the point of disruption, which

is most commonly at the medial femo-

ral epicondyle. This spot is near the

medial joint line, and care should be

taken not to misdiagnose a medial

meniscus tear. Often there is not a

significant intraarticular effusion, and

if found, injuries to the cruciate liga-

ments, patella, or meniscus should be

sought. The mechanism of injury and

physical findings can also be confused

with a patella subluxation. Thus, pa-

tella apprehension with forced lateral

displacement of the patella associated

with medial retinaculum tenderness

may identify an occult extensor

mechanism injury. A more serious

injury to be considered is an injury to

the cruciate ligaments, especially the

ACL. This can occur in conjunction

with a medial collateral ligament tear.

Every knee exam should

be done by examining

the uninjured side first

and then comparing the

injured side to it.

Radiological evaluation is

needed, especially in athletes with an

open physis, to rule out a fracture such

as seen with growth plate injuries in

children. This more serious injury

must not be missed and controlled

stress x-rays should be considered. An

MRI is rarely required for evaluation.

Treatment of isolated medial col-

lateral ligament injuries is straightfor-

ward. If there are no associated

problems, conservative treatment is

the overwhelming choice of sports

medicine physicians. 9
Ice, compres-

sion, and elevation begin immediately.

An aggressive rehabilitation program

stressing painless range of motion,

thigh strengthening, and propriocep-

tion is highly successful in returning

the athlete to competition. Hinged

braces with motion limited from 0 to

90 degrees early on in the rehab pe-

riod may reduce stress on the healing

tissue. The need to reverse the atro-

phy of thigh musculature may further

delay the return to sports. Corticos-

teroid injections should be avoided. 10

Meniscus
The most common disabling le-

sion in the knee is a torn meniscus.

The menisci play a large role in load

distribution as well as in assisting in

maintaining knee stability. Clinical

studies have supported the notion that

a good history and appropriate physi-

cal examination is highly accurate in

the diagnosis of a torn meniscus. Ath-

letes will complain of sudden pain af-

ter a quick twisting or squatting knee

motion. A rapid onset of swelling

from a hemarthrosis can be caused by

ACL tear, osteochondral injury, or a

meniscal tear in the peripheral vascu-

lar zone. Delayed synovial effusions

seen after a day or so are usually due

to central meniscal tears in the avas-

cular portion. Joint line pain and

swelling will bring the athlete to seek

further evaluation. Positive physical

findings include an effusion, thigh

atrophy, and joint line tenderness.

McMurray testing is a provocative

maneuver to recreate the offending

pain. The knee is brought into full

flexion. As the knee is extended a val-

gus, external rotation force is applied.

This is repeated with a varus, internal

rotation force. Either a palpable click

or pain is elicited as the offending

meniscal fragment is caught and dis-

placed. Bucket-handle tears trapped

within the knee characteristically

cause locking with inability to fully

extend or flex the knee. Flexed weight

bearing PA, lateral, and sunrise x-rays

are obtained if the above physical find-

ings are positive. If needed, objective

confirmation by MRI can be ordered.

Treatment of a torn meniscus has

advanced from pursuing pain relief

with a complete meniscectomy to the

possibility of preservation of normal

knee function by meniscal repair.
11 A

number of injuries will become qui-

escent and remain asymptomatic. For

those that remain painful,

arthroscopic intervention is required.

Tears in the vascular peripheral zone

of the meniscus may be amenable to
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repair while the more common com-

plex tears or tears in the avascular cen-

tral zone are usually trimmed smooth

to prevent propagation.

Patellofemoral Joint
It is unfortunate that with so

many advancements in our under-

standing of knee pathology, objective

information regarding the

patellofemoral joint lags so far behind.

Patellofemoral disorders continue to

be the most common, least appreci-

ated, and least understood of all sports

related injuries to the knee. This dis-

order is more common in young fe-

male athletes. This complex area of

study lacks a clear scientifically sup-

ported consensus on diagnosis or

treatment. 12 None the less, certain as-

sumptions have been accepted.

Patella maltracking in the femo-

ral trochlea is thought to be the most

common cause of anterior knee pain.

Stress is generated in the hyaline ar-

ticular surfaces and subchondral bone

of both the patella and the distal femo-

ral trochlea. Most female athletes have

valgus alignment to their knees result-

ing in lateral patella displacement with

quadriceps muscle contraction. This

mismatch leads to high contact pres-

sures and pain. Medial patellofemoral

and patellotibial ligaments are static

stabilizers to lateral patella subluxation

and may stretched with chronic stress,

or can be injured by direct athletic

trauma.

The history should differentiate

pain from instability. Pain disorders

commonly present as bilateral discom-

fort. The pain is vaguely defined as

“around the front of the knee”, is usu-

ally not localized, and is atraumatic.

Pain is activity related and rest relieves

it. Increased patellofemoral loading

such as with prolonged sitting, stair

climbing or running, and hiking will

increase the pain. With the athlete

sitting in front of the examiner the pa-

tella should face forward and not

point in a laterally subluxed position.

Patella tracking from flexion into full

extension has been likened to an in-

verted J. Exaggeration of this course

laterally in the last 30 degrees of ex-

tension as the patella exits the femo-

ral trochlea indicates increased lateral

forces upon the patella. The patella

can be displaced for palpation of the

medial and lateral facets. With an un-

stable patella a sense of apprehension

will occur with a laterally directed

force. Passive lateral patella sublux-

ation is greater than three quarters of

patella width is pathological. The lat-

eral patella can be everted for measure-

ment of patella tilt for the assessment

of lateral soft tissue tightness. Patella

tendonitis can be missed unless the

inferior pole of the patella is lifted up

by downward pressure on the proxi-

mal pole. Palpation of the inferior

patella bone - tendon junction will

bring out the tendonitis discomfort.

Soft tissue tightness of the hamstring

tendons and iliotibial band is a com-

mon finding in these patients. With

the patient supine and the hip flexed

to 90 degrees the athlete is asked to

straighten the leg to the ceiling. Ham-

string tightness precludes this and re-

sidual knee flexion is measured and

recorded as the popliteal angle.

Fortunately conservative treat-

ment should alleviate a significant

amount of pain in the majority of pa-

tients.
13 Activity modification will

be needed initially and if poorly ac-

cepted, then cross training in a less

stressful activity is encouraged.

Therapy is directed towards full flex-

ibility of the lower extremity includ-

ing the iliotibial band, quadriceps,

hamstrings, and calf muscles.

Strengthening of the quadriceps and

stretching of the lateral patella reti-

naculum can help center the patella.

McConnell taping or patella bracing

may augment this soft tissue realign-

ment. 14,15 Orthotic control of foot de-

formity can be successful in the

appropriate athlete. Treatment with

nonsteroidal anti-inflammatory medi-

cation should be for a short period

only as success will come with reha-

bilitation, not drugs.

Lateral patella instability can oc-

cur with a twisting, external rotation

motion accompanied by a strong

quadriceps contracture. The patella

may transiently dislocate laterally with

spontaneous relocation upon straight-

ening the knee. If this occurs, the pa-

tient or the follow-up physician may

not appreciate the true significance of

this injury. Often there is a hemar-

throsis secondary to the high shear-

ing forces producing an osteochondral

fracture. The athlete exhibits appre-

hension when the patella is displaced

laterally and tenderness along the me-

dial patella and retinaculum. This

retinacular pain can be confused with

medial joint line discomfort. The liga-

ment exam is stable. High quality x-

rays with sunrise and oblique views

may show an osteochondral fragment

or significant malalignment. Treat-

ment for an acute dislocation is with

a brief period of immobilization for

pain relief. Ice, compression, eleva-

tion and aspiration of the hemarthro-

sis, if significant, accompany the

immobilization. If there are no

intraarticular fragments than a pro-

gressive functional rehabilitation pro-

gram is instituted. Once there is

complete resolution of swelling, full

range of painless motion, and equal

quadriceps strength, the athlete is

ready to return to sports. Patella brac-

ing or taping is used early on. If the

instability is chronic or intraarticular

fragments are identified, then surgi-

cal intervention for patella realign-

ment is required.
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The Female Athletic Triad

Kathleen A. Hogan, Paul Fadale, MD, Michael Hulstyn, MD

women are not only at increased

risk for stress fractures but also for

the early onset of osteoporosis as

they age. Physicians need to be

aware of the potentially devastat-

ing consequences of this syn-

drome. This article will explain

the three elements of the female

athletic triad, the potential risks

to the athlete, and treatment op-

tions.

Abbreviations Used:

DSM Diagnostic and Statistical

Manual

DXA dual energy x-ray

absorptiometry

FSH folicle-stimulating hormone

HDL high density lipoprotein

LDL low density lipoprotein

LH luteinizing hormone

B
igger, faster, stronger. These

are goals of athletes at every

level of competition, from

youth soccer to professional basket-

ball. Athletes today run faster, hit

tennis balls harder, throw faster, and

jump further and higher than ever

before. Improvements in equipment,

training techniques, and physical

conditioning have helped men and

women to shatter performance

records. Women in particular are dis-

covering an explosion of athletic op-

portunities at the professional,

collegiate, and youth levels of com-

petition. This increase in the num-

bers ofwomen participating in sports

has led to a growing awareness among

physicians of gender-related variabil-

ity in sports injuries. In 1992, the

American College of Sports Medicine

used the term “female athletic triad”

to describe a serious combination of

disordered eating habits, amenor-

rhea, and osteoporosis which can

develop in female athletes who exer-

cise excessively. While participation

in regular exercise can have signifi-

cant health benefits, these female ath-

letes may be causing potentially

irreversible, long-term damage to

their bodies. For example, peak bone

mineral density is typically achieved

by age twenty-five. However, hor-

monal imbalances, triggered by ex-

tremely low body weight, may cause

a significant decline in peak bone

density in young athletes. These

Eating Disorders
In some sports, such as gymnas-

tics, diving, figure skating, and run-

ning, athletic performance is often

closely linked to body weight. An
athlete may view her weight merely

as a performance variable that she is

able to control. Coaches can also

pressure athletes by requiring regular

weight checks or setting body weight

goals for their players. Being thinner

is equated with being faster or stron-

ger by both coaches and athletes.

These statements are supported by

multiple studies, which have demon-

strated that female athletes have a sig-

nificantly higher prevalence of eating

disorders when compared to the gen-

eral population. For example, Gar-

ner and Garfinkel studied 183

professional dancers utilizing surveys

and height and weight data. These

dancers had a 6.5% rate of anorexia

with 38% of study participants meet-

ing at least one criteria for anorexia. 4

In a much larger study, Sundgot-

Borgen found an 11% prevalence of

anorexia and/or bulimia in a group of

603 Norwegian elite female athletes.

Additionally, 22% of the athletes were

considered to be at high risk for hav-

ing an eating disorder.
14 In compari-

son, there is a 1% incidence of

anorexia in the general population. 6

The DSM IV sets four criteria for

the diagnosis of anorexia nervosa: re-

fusal to maintain body weight at 85%
ofexpected for height and weight, fear

of gaining weight, disturbed view of

onei's weight, and amenorrhea. Bu-

limia nervosa, in contrast, is defined

as “recurrent episodes of binge eating”

occurring for at least twice a week for

three months. One will eat an inap-

propriate amount of food and then at-

tempt to compensate by inducing

vomiting, using laxatives or diuretics,

or exercising to excess.
1 The majority

of athletes with disordered eating pat-

terns may have some elements of bu-

limia and/or anorexia but will not

fulfill all of the criteria.

Ifweight loss will indeed increase

one’s speed in the 800 meter run, what

harm is there in losing a few pounds?

Problems arise not when one loses a

few pounds through dieting, but when

the goal of an ideal weight continu-

ously decreases and eventually be-

comes unattainable. Despite

perceived improvements in perfor-

mance, these patterns of disordered

eating can have severe physical conse-

quences. In severe cases of eating dis-

orders, endocrine and gastrointestinal

dysfunctions are common. Other
:— te'AMmii)MMk&VAn., —
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symptoms of malnutrition, such as

bradycardia, hypothermia, hypoten-

sion, mitral valve prolapse, and

hypoalbunism may occur. Depres-

sion is also common among patients

with eating disorders. In extreme

cases, there is a risk of death from

arrhythmias when body weight falls

below 35% of the ideal weight for

height. 6

Some psychological and physical

signs which may indicate that an ath-

lete is developing an eating disorder

include the following: obsession with

body image, preoccupation with

weight or dieting, excessive fatigue,

hypothermia, guilt regarding eating,

gastro-intestinal complaints, or signs

of malnutrition such as loss of subcu-

taneous fat, hair loss, or an increase

in fine body hair."
1 An athlete with an

eating disorder may deny the damage

she is doing to her body and insist that

her athletic achievements have im-

proved secondarily to the loss of

weight. Women who have eating dis-

orders need to be counseled as to the

harmful effects on their bodies. A bal-

anced diet consisting of carbohy-

drates, protein, and fat is essential

because a diet that is deficient in pro-

tein can cause catabolism of muscle

as well as adipose tissue. Furthermore,

athletes have increased caloric de-

mands compared to the general popu-

lation, secondary to their increased

level of activity. Realistic goals of

weight gain should be set, compromis-

ing between an athlete’s fear of the

negative effects ofweight gain on per-

formance and the need to prevent se-

rious medical consequences. The

athlete may benefit from counseling

from coaches, trainers, or a psycholo-

gist to help address the underlying

causes of her disordered eating.

Amenorrhea
A frequent consequence of in-

tense physical exercise and low body

weight is secondary amenorrhea. This

term refers specifically to women who
previously had regular menstrual

cycles but now have fewer than six

cycles per year. Primary amenorrhea,

in contrast, refers to women who have

never had the onset of menses. The

two most common causes of amenor-

rhea are pregnancy and menopause.

Very thin women and women who ex-

ercise regularly can also experience ir-

regular or infrequent menses.

Multiple studies have been conducted

which demonstrate a relationship be-

tween alterations in hormone levels

both with inadequate caloric intake

and with rigorous physical activity.

For example, a study of ovarian func-

tion in seventeen runners (20-30 km/

week) compared to sedentary controls

found that 4 1% of these athletes with

apparently normal cycles were actu-

ally anovulatory as measured by hor-

monal blood levels and ovarian

ultrasound. 3 Other studies have

shown that diets of less than 1000

kcal/day result in abnormal menstrual

cycles, anovulation, and decreases in

serum concentrations of progesterone,

estrogen, FSH, and LH. 11,12 One hy-

pothesis for why these women become

amenorrheic is that a critical level of

body fat is required to maintain regu-

lar ovulatory menstrual cycles. Other

researchers claim that excessive exer-

cise may upset hormonal feedback

regulation

Many women may not

recognize the potential

harmful effects of

amenorrhea.

Estrogen deprivation in

young women may have

effects on bone similar to

those that occur in

postmenopausal women.

As recently as 1982, exercise-in-

duced secondary amenorrhea was ac-

cepted as a "normal” part of high

intensity training. "It has also been

noted that women athletes in intense

training develop either amenorrhea or

irregular periods. Studies show this

to be of no consequence. Once stress-

ful training is discontinued the men-

strual cycle returns to normal and the

woman is able to become pregnant.

Today, however, it is widely accepted

that decreases in levels of hormones

such as estrogen and progesterone in

young active women can have a sig-

nificant impact on their health. The

loss of these hormones can cause

physiologic changes in young active

women similar to those changes seen

in older, postmenopausal women.
Estrogen has effects on multiple or-

gan systems. For example, estrogen

has been found to increase F1DL and

decrease LDL cholesterol, thus reduc-

ing the risk of coronary artery disease.

Furthermore, estrogen acts on the

skeleton to inhibit osteoclast resorp-

tion of bone and may also stimulate

osteoblasts to lay down new bone.

Decreases in estrogen levels can result

in increased bone loss, whether a

woman is twenty-five or sixty-five.

It is important to question a fe-

male athlete about her menstrual

cycle, especially athletes with eating

disorders or a history of stress frac-

tures. Many women may not recog-

nize the potential harmful effects of

amenorrhea. Women who report in-

frequent or irregular menstrual cycles

should be referred to their gynecolo-

gist for a through evaluation. Preg-

nancy must always be excluded as a

cause. Typically a women will be

given oral progesterone to help deter-

mine if the amenorrhea is caused by

chronic anovulation or from ovarian

or pituitary dysfunction. Once the

cause of amenorrhea has been eluci-

dated, oral contraceptive pills are of-

ten prescribed to regulate the

menstrual cycle. This treatment will

also provide physiologic levels of es-

trogen and progesterone.

Osteoporosis
The third component of the "fe-

male athletic triad” is the loss of bone

density and resulting osteoporosis in

an otherwise healthy but amenorrheic

young athlete. Bone is a dynamic or-

gan that is constantly remodeling in

response to its environment. Osteo-

clasts remove bone and osteoblasts

form new bone along lines of physi-

cal stress. Osteoblasts are stimulated

by weight bearing and high levels of
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serum calcium, and can be suppressed

by malnutrition and corticosteroids.

Hyperparathyroidism, hyperthyroid-

ism, estrogen deficiency, and low cal-

cium levels stimulate osteoclast

function. Osteoporosis is a reduc-

tion in bone mineral density that oc-

curs when the resorption of bone

exceeds its formation. Bone density

can be quantitated by duel energy x-

ray absorptiometry (DXA); a bone

density more than 2.5 standard devia-

tions from a determined ideal bone

mass is indicative of osteoporosis. 9

Osteoporosis can be further subdi-

vided into two types. Type I os-

teoporosis refers to a disproportional

loss of trabecular bone which can lead

to fractures of the veterbrae and dis-

tal radius. Type II osteoporosis affects

both cortical and trabecular bone and

can lead to hip and pelvic fractures.

Type II osteoporosis is considered to

be an age-related effect ofan increased

bone resorption over time, while type

I occurs most frequently in postmeno-

pausal women who do not receive hor-

mone replacement therapy.

The highest calcium concentra-

tion or bone density typically is

achieved by age twenty-five. After this

peak, bone density decreases at a rate

ofapproximately 0.3 - 0.5% per year.
8

In women, this rate of bone loss in-

creases sharply during the first ten

years after menopause, secondary to

estrogen deprivation. Estrogen depri-

vation in young women may have ef-

fects on bone similar to those that

occur in postmenopausal women.

Failure to achieve an adequately high

initial peak bone mass as an adoles-

cent can lead to early osteoporosis

even without accelerating the normal

rate of bone loss associated with ag-

ing. For example, one study of forty

three female runners (>32 km/wk)

found a significant 12 % decrease in

the bone mineral density of the lum-

bar spine in amenorrheic compared to

eumenorrheic runners. 13

In athletes, such as runners, who

place high mechanical forces on their

bones, a decrease in bone density can

result in fractures. Stress fractures

were first described in military cadets

subjected to the repetitive cyclic stress

of marching. Runners and other ath-

letes also subject themselves to the re-

petitive stress of their legs pounding

against the pavement. Several studies

that have addressed the incidence of

stress fractures in military have shown

the prevalence in women to be be-

tween 1.2 to 10 times greater then

their male counterparts. 10 GW Bar-

row et. al found that female distance

runners were twelve times as likely as

men to suffer stress fractures.
2 Amen-

orrheic women with bones that have

become osteoporotic are believed to

be at increased risk for stress fractures.

Other risk factors include extrinsic

factors such as an acute increase in

training, running surface, level of fit-

ness, and running biomechanics

Stress fractures often present with

localized pain that increases with ac-

tivity and is relieved with rest. Fre-

quent sites of stress fractures are the

tibia, distal fibula, pelvis, femoral

neck, and metatarsals. The anterior

tibia of a runner may be tender to

palpation, while a woman with a

femoral neck stress fracture may com-

plain of a nagging discomfort in the

groin. X rays may be negative or show

evidence of a fracture or callus. Bone

scans are a more sensitive diagnostic

tool. The treatment includes modi-

fication of activities and may require

the patient to be non weight-bearing

or immobilized in a cast until the pain

resolves. Untreated, these may
progress to complete fractures.

Women with stress fractures of the

femoral neck are at risk for hip frac-

ture and avascular necrosis. Non
weight-bearing activities, such as

swimming or cycling, can be substi-

tuted for running while the fracture

heals. A great majority of stress frac-

tures are related to overuse and will

heal with rest.

It is very important to counsel

any athlete with a stress fracture about

training modifications, shoe wear, and

nutrition. Occasionally stress frac-

tures can represent a clinical manifes-

tation of the female athletic triad of

disordered eating, ammenorhea, and

osteoporosis. All athletes with a his-

tory of stress fractures should increase

their calcium intake to 1500 mg per

day in an attempt to increase bone

mineralization. The importance of

nutritionally oriented diet planning

which incorporates protein consump-

tion and adequate caloric intake

should be emphasized. Women who
are amenorrheic need to be referred

to their gynecologist and may benefit

from oral contraceptives to increase

their levels of estrogen.

Conclusion
As women set new records and

break old boundaries of athletic com-

petition, the understanding of the or-

thopedic concerns of the female

athlete continues to evolve. Physi-

cians need to be aware of potentially

devastating consequences of the triad

of disordered eating, amenorrhea, and

osteoporosis. Female athletes should

be considered to be at high risk for

developing these problems. Physi-

cians should have a low threshold of

suspicion for stress fractures when

evaluating these women for injuries.

Furthermore, athletes need to be pro-

vided with support and guidance in

developing nutritional plans and rea-

sonable training regimens to maximize

their athletic performance without

compromising their physical well be-

ing.
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OS' Scoliosis Due to a Hemivertebra CD
Catherine N. Petchprapa, MD, and William W Mayo-Smith, MD

Figure 1 . Computer generated anterior oblique view of the lower lumbar

spine and upper pelvis created from axial CT images demonstrates scoliosis

and a partially formed vertebra (arrow). The partially formed vertebra

(hemivertebra) has led to abnormal longitudinal growth resulting in scoliosis.

S
coliosis (curvature, in Greek) is defined as a lateral

curvature of the spine. The etiology of scoliosis is

usually idiopathic. In rare cases, scoliosis develops

due to congenital vertebral anomalies including

hemivertebra, as illustrated in this example.

Hemivertebra result from a unilateral defect in the

formation of the vertebral body. Management of

hemivertebra is somewhat unique because treatment

can involve removal of the deformed vertebrae in con-

junction with spinal fusion.

Though present at birth, congenital scoliosis may

clinically manifest later in childhood. The ultimate

goal of treatment is to prevent further progression of

the curvature. Accurate imaging is important in treat-

ment planning because unlike the idiopathic type,

congenital scoliosis responds poorly to orthosis, and

often requires spinal fusion to prevent futher curva-

ture. Plain radiographs of the spine should be ob-

tained when the scoliosis is initially suspected on the

basis of physical exam. Evaluation ofcomplex anoma-

lies is aided by computed tomography (CT), which

provides more detailed information (Figures 1 and 2).

These three dimensional images were created at a com-

puter workstation using raw data from axial CT scan

images. Figure 3 is an example of a normal spine.
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Figure 2. The hemivertebra, seen from a more lateral projection

(arrow)

Because congenital scoliosis is often associated with

anomalies of the spinal cord, spine magentic resonance im-

aging may be useful in the workup of these patients.

References

Lenke LG. The Pediatric Spine. In: Dee R, ed. Prin-

ciples of Orthopaedic Practice, 2nd edition. McGraw-

Hill, 1997:1387-417.

Bush CH, Kalen V. Three dimensional computed to-

mography in the assessment of congenital scoliosis.

Skeletal Radiol 1999:28:632-7.

Figure 3. Three dimensional reconstruction of a different patient with a

normal spine for comparison.

Correspondence:
Catherine N. Petchprapa, MD
Department of Diagnostic Imaging, Rhode Island Hospital

Providence, RI 02903

phone: (401) 444-3184 fax: (401) 444-5017

e-mail: cpetchprapa@lifespan.org

186

Catherine N. Petchprapa, MD, is ChiefResident ofRa-

diology at Rhode Island and Women & Infants Hospitals.

William W. Mayo-Smith, MD, is Associate Professor of

Diagnostic Imaging at Brown University and Director ofCT
at Rhode Island Hospital.

^JfOXwSlJD

Medicine and Health / Rhode Island



Rhode Island
Quality Partners, Inc.

The Payment Error Prevention Program

Freda B. Schroeder, ScD

Rhode Island Quality Partners, the Rhode Island Peer

Review Organization (PRO), would like all providers

in Rhode Island to have a better understanding of the Pay-

ment Error Prevention Program (PEPP), a new program

requirement for all PROs under the Sixth Scope ofWork

with the Health Care Financing Administration (HCFA).

PEPP is part of the broad Medicare program integrity ini-

tiatives under the Clinton Administration. PEPP is de-

signed to reduce payment errors made by Prospective

Payment System (PPS) inpatient hospitals using a continu-

ous quality improvement methodology similar to the clini-

cal quality improvement projects implemented by the PROs

in their past two Scopes of Work. Although PEPP is a

national project, hospitals’ participation in PEPP is not vol-

untary, but is mandatory.

Q: What is the goal of PEPP?
In 1998, the Office of Inspector General (OIG) re-

leased findings of its audit of the HCFA’s 1996 and 1997

financial statements. The OIG estimated that, for each of

these years, approximately $4 billion in erroneous payments

were made to hospitals by Medicare.

The goal ofPEPP is to protect the integrity of the Part

A Medicare Trust Fund. This goal will be accomplished by

reducing erroneous overpayments and underpayments made

by Medicare for inpatient care provided in PPS hospitals.

The purpose of PEPP is to reduce all payment errors, on a

statewide basis, and work with hospitals to prevent future

payment errors. PEPP will be limited to PPS acute care

hospitals and inpatient hospital services; it will not exam-

ine physician bills.

PEPP will:

Be used as a surveillance system to measure and track

inpatient payment error rates

Identify causes of inpatient payment errors

Intervene primarily through educational ef-

forts to reduce future payment errors.

Abbreviations Used:

CDAC Clinical Data Abstraction Center

DRG Diagnostic Related Group

HCFA Health Care Financing Administration

OIG Office of Inspector General

PEPP Payment Error Prevention Program

PPS Prospective Payment System

PRO Peer Review Organization

RIQP Rhode Island Quality Partners

Q: What are the causes of these payment

ERRORS?

The HCFA believes that the majority of billing errors

are not intentional but the result of a very complicated pay-

ment system. Many of the errors may be clerical in nature

or may result from incomplete documentation or inaccu-

rate coding. The HCFA believes that educational interven-

tions will assist in correcting these errors and that education

is at the core of reducing the rate of payment errors.

Aberrant patterns in coding have been a concern to the

HCFA. Generally, increases or decreases in the use of cer-

tain DRGs by PPS hospitals are expected. However, atypi-

cally high billing patterns have been noted on a nationwide

basis by the Office of Inspector General (OIG) in studies

on certain DRGs from 1993 to 1996 data. For example, in

the Executive Summary, the OIG states that “The results of

the 1996 validation effort showed approximately 13% of

the sample DRG 416 (Septicemia, age 18 or older) discharges

should have been coded to a lower weighted DRG. The

HCFA estimated that the total overpayment attributable to

incorrect DRG 416 classifications was $ 48,930,882.
>n In

another study conducted by the OIG, the study sample of

PPS hospitals had a 73% increase in the use of

a DRG 014 (Specific Cerebrovascular Disorders

Except Transient Ischemic Attack) from 1993

to 1996 compared to the national average,

which was a 6% increase from 1993 to 1996. 2
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Q: How WILL THE HOSPITALS BE INVOLVED IN

PEPP?
The role of the hospitals in PEPP will be to maintain

effective utilization programs, maintain effective quality

improvement programs, adhere to coding and billing regu-

lations, and collaborate with the PRO to reduce payment

errors. PEPP is not a voluntary program. All PPS hospi-

tals are required to participate in this national initiative.

Hospital facilities nationwide will be involved with the

implementation of system changes designed to reduce or

minimize payment errors.

The PRO is collecting local level data to identify trends

and potential opportunities for improvement. Once a po-

tential concern of payment error is identified, the PROs
will assist the hospitals with the identification of patterns

suggestive of incorrect DRG assignment, medically unnec-

essary or inappropriate care, inappropriate transfers or pre-

mature inpatient discharges resulting in unnecessary

readmissions. The PRO will work with hospital providers

to identify the causes of payment errors and develop strat-

egies including interventions to reduce the statewide error

rate and to reduce future billing errors. The PRO may con-

sult with providers, sponsor small focus groups to com-

municate coding information relative to problematic areas

identified, and publish PEPP information in newsletters.

Another educational focus may be medical record docu-

mentation, especially for substantiating the principal di-

agnosis. This will include physician education.

Q: How WILL THE PRO ACCOMPLISH ITS WORK
IN PEPP?
The HCFA requires that, during the first year of PEPP,

the PROs conduct one quality improvement project on

unnecessary admissions and one project on DRG
miscoding. In addition, a random sample of 1,100 cases

per state for FY 1998 was requested by the HCFA’s Clini-

cal Data Abstraction Center (CDAC) to establish each

states’ baseline payment error rate. Starting in February

2000, an additional 93 records per state per month will be

The analyses upon which this publication is based were per-

formed under Contract Number 500-96-P519, entitled “Utili-

zation and Quality Control Peer Review Organization for the

State of Rhode Island,” sponsored by the Health Care Financ-

ing Administration, Department of Health and Human Ser-

vices. The content of this publication does not necessarily reflect

the views or policies of the Department of Health and Human
Services, nor does mention of trade names, commercial prod-

ucts, or organizations imply endorsement by the U.S. Govern-

ment.

The author assumes full responsibility for the accuracy and

completeness of the ideas presented. This article is a direct re-

sult of the Health Care Quality Improvement Program initi-

ated by the Health Care Financing Administration, which has

encouraged identification of quality improvement projects de-

rived from analysis of patterns of care, and therefore required

no special funding on the part of this Contractor. Ideas and

contributions to the author concerning experience in engaging

with issues presented are welcomed.
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requested by the CDAC, on a random basis, for Medicare

discharges occurring on or after October 1, 1999 for a sur-

veillance sample. Of the records the CDAC abstracts, those

cases failing screens for medical necessity ofadmission, qual-

ity and DRG coding are forwarded to the PRO along with

a 10% sample for quality assurance. The PRO will perform

full case review on all records sent by the CDAC.
The PRO will provide the statewide error rate to hos-

pitals when it becomes available. A remeasurement of the

payment error rate will be done at a future date to deter-

mine if the error rate has diminished. Hospitals will be

provided with feedback regarding their specific error rate

and level of improvement as data becomes available.

Q: Are new processes for medical review in

PLACE FOR PEPP?
Consistent with the existing traditional medical review

the PROs have been doing, providers will be notified ofany

case that cannot be confirmed through medical record docu-

mentation as appropriate in the admission, discharge, DRG
assignment or where a quality of care issue emerges. Provid-

ers will still be entitled to full appeal of any case that is

denied. When the review process supports the determina-

tion ofan inappropriate admission or a change in the DRG,
the PRO will notify the provider, the beneficiary and the

fiscal intermediary that a payment adjustment must be made.

Payment adjustments will be made only on actual cases re-

viewed by the PRO.

Rhode Island Quality Partners, the Rhode Island Peer

Review Organization, is committed to working with indi-

vidual providers. Would you like to learn more? Call the

PEPP team for a presentation. Please contact us @ (860)

632-6347.
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Multiple Gestation Births in Rhode Island,

1989-1998

Samara I. Viner-Brown, MS, Rachel Cain, and William H. Hollinshead, MD, MPH

B abies born as multiple births (i.e., twins, triplets, and

higher order births) are at a higher risk for low

birthweight (less than 2,500 grams), prematurity (less than

37 weeks gestation) and infant death (deaths occurring within

364 days of birth) compared with singleton births. Over the

past ten years, Rhode Island has experienced an increase in

the number and rate of multiple births, a trend that mirrors

the rest of the nation.

In 1989, Rhode Island passed legislation requiring

public and private insurers to provide coverage for medically

necessary infertility diagnosis and treatments, including fer-

tility drug therapies, in vitro fertilizations, and other assisted

reproductive technologies. Since then, Rhode Island has seen

changes in its birth outcomes including a dramatic increase

in multiple births and an increase in the percentage ofbabies

born at low birthweight.

Methods
Birth certificate data for Rhode Island residents were

obtained for the years 1989-1998. Infant death data were

obtained from a linked birth and infant death database for

the years 1 992- 1 998. Data were organized by demographic

factors including, maternal age, marital status, years of edu-

cation, race/ethnicity and insurance type.

Multiple births are defined as twins and triplets. During

1989-1998, there were no higher order births (quadruplets,

etc.). The multiple birth rate is defined as the number of

multiple births per 1 ,000 total live births. The triplet birth

rate is defined as the number of triplet births per 100,000

live births. The infant mortality rate is defined as the number

of infant deaths per 1,000 live births. All data for the years

1996-1998 are considered provisional.

Results

Between 1989 and 1998, the number of multiple births

in Rhode Island rose from 327 births to 500 births, a 53%
increase. The rate of multiple births increased more sharply

from 22.1 per 1,000 live births to 39.7, an increase of 80%.

During this same ten-year period, the number of singleton

births declined from 14,441 to 12,098, a 16% decrease.

Specifically, in 1989, 320 twin babies were born (count-

ing only liveborn infants and excluding stillborns in twin

births); by 1998, this figure had grown to 463, a 38% in-

crease. Triplets also rose during this period, though more dra-

matically. In 1989, there were seven triplet

babies; by 1998, there were 37, a 429% increase.

(Provisional data indicate there were 54 in 1999).

Low Birthweight
In Rhode Island, between 1989 and 1998,

the percentage of all babies born at low

birthweights rose from 6.2% to 7.6%. This in-

crease has occurred while other perinatal indica-

tors have been improving, e.g., a decline in the

rates of teen births, maternal tobacco use and

infant mortality.

In 1989, multiple births represented 2.2%

of all births, 16.3% of low birthweight births,

and 18.8% of all very low birthweight (less than

1,500 grams) births. Comparatively, in 1998,

multiple births represented 4.0% of all births,

31.3% of low birthweight births and 37.8% of
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Figure 1. Multiple Births as a Percentage of All Births by Birthweight, Rhode Island,

1989-1998
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The multiple birth rate approximately

doubled among women who were aged 30 or

above, college-educated, married, white, or pri-

vately insured.

National Trends
Rhode Island’s multiple birth rate of 39.7 is

32% higher than the United States’ rate of 30.0. 1

Both the twin and triplet birth rates are higher in

Rhode Island than in the United States. In 1998,

the twin birth rate in Rhode Island was 36.8 com-

pared with 28.1 in the United States. The triplet

birth rate in Rhode Island was 293.7 compared

with 193.5 for the country. During the 1989-1998

period, Rhode Island’s triplet rate rose 520% com-

pared with 180% for the country.

Discussion

During the ten-year period 1 989- 1998, the

number of multiple births in Rhode Island has

risen 53% and the rate of multiple births has

risen 80%. This rise in multiple births is ofcon-

cern because of their higher risk for poor outcomes, includ-

ing low birthweight, developmental delays and infant death.

Although multiple births represent 4% of all births in

Rhode Island, they account for more than one-third of the

very low birthweight births and for one in six infant deaths.

Rhode Island’s increase in multiple births parallels the

country’s trend, although Rhode Island’s rate of triplet births

has risen nearly three times faster.

Between 1989 and 1998, a growing proportion of mul-

tiple births were among women who were white, aged 30 or

older, married, college-educated and/or privately insured.

Some of the increase in multiple births can be attributed

to an increase in the use of fertility drugs and assisted repro-

ductive technologies. The National Center for Health Statis-

tics estimates that about one-third of the increase nationally

in triplet births is due to the fact that more older women,

who are more likely to have multiple births, are giving birth.

About two-thirds of the increase is due to the increasing use

of fertility treatments, independent of the mother’s age.
2
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the very low birthweight births. (Figure 1)

The percentage of multiple births that were low

birthweight and very low birthweight has risen during 1 989-

1998. In 1989, 45.3% ofmultiple births were low birthweight

and 10.4% were very low birthweight compared with 59.8%

low birthweight and 16.2% very low birthweight in 1998.

There was virtually no change in the proportion of singleton

births that were low birthweight or very low birthweight.

Prematurity

During the 1989-1998 period, the percentage of ba-

bies born prematurely, i.e., prior to 37 weeks gestation,

increased from 5.9% to 7.1%. However, the percentage of

multiple births born prematurely rose from 22% to 42%.

In 1989, multiple births accounted for 8% of all prema-

ture births; in 1998, they accounted for 24% of all prema-

ture births.

Infant Deaths
Infant mortality has declined in Rhode Island over the

last decade as it has in the rest of the country. To account for

the relatively small numbers of infant deaths in the state each

year and the year-to-year fluctuations in the infant mortality

rate, data have been analyzed for two five-year periods, 1989-

1993 and 1994-1998.

During the period 1989-1993, the infant mortality rate

in Rhode Island was 8.0 compared with 6.2 during the 1 994-

1998 period, a 22.5% decrease. The multiple infant mortal-

ity rate decreased by 28% from 46.7 to 33.5.

Maternal Characteristics

Figure 2 compares the changes in rates of multiple births

between 1989 and 1998, by selected maternal characteris-

tics, including age, marital status, education, race/ethnicity,

and insurance.
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Figure 2. Percent Increase in Multiple Births by Selected Maternal Characteristics,

Rhode Island, 1989- 1998
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Public Health Genetics in Rhode Island:

First Steps

Hon Fong L. Mark, PhD, FACMG, Ron Caldarone, MSW, Avery Colt, MA,

Samara I. Viner-Brown, MS, Amy Zimmerman, MPH, Peter Simon, MD, MPH

M edical Genetics is maturing at a rapid pace. The

way we view medicine and our world, and the ethi-

cal, legal, and social implications (ELSI) generated by

new genetic technologies are all undergoing radical

change. Genetics and genetic testing have entered the

realm of big business. The National Institute of Stan-

dards and Technology estimates that genetic testing of

all varieties is a $6 billion dollar industry. The Food and

Drug Administration’s Center for Devices and Radio-

logic Health lists “genetic diagnostics” as number one

on its list of future trends in medical device technology.

Educating professionals and the public about the emer-

gence of genetics, and its ethical, legal, and social impli-

cations, is of paramount importance. Public health

officials, legislators, and others in government also need

a solid grounding in the ELSI issues to make construc-

tive policy decisions.

In response, the Rhode Island Department of

Health (HEALTH) is educating its staff on the relevance

of genetics to traditional public health responsibilities,

and is planning for a strong public health presence in

the rapidly developing world of medical genetics.

HEALTH’S long-term goal is to build and support a co-

ordinated, comprehensive, community-based public

health genetics program for the State which will:

* Integrate medical genetics into all relevant public

health programs,

* Involve geneticists, non-geneticists healthcare pro-

viders, public health personnel and other profes-

sionals, families, parents and other members of the

general public as equal partners,

* Be sensitive to cultural, language, and socioeco-

nomic differences,

* Evolve in response to the needs of stakeholders and

changes in the healthcare environment,

* Contain quality assurance and quality control sur-

veillance, and

* Be evaluated to ensure efficiency and effectiveness.

Abbreviations Used:

ELSI ethical, legal, and social implications

HEALTH Rhode Island Department of Health

HRSA Healthcare Resources and Services

Administration

In the short term, HEALTH will work to raise aware-

ness and understanding of medical genetics among pro-

fessionals and members of the general public, and to

address relevant issues of concern to physicians, especially

those pertaining to the use of genetic tests. Questions

about referral, quality control, quality assurance, prac-

tice guidelines, and government regulation of these ac-

tivities will be addressed, as well as ELSI issues relevant

to genetics testing.

HEALTH will actively involve diverse members of

the public as it proceeds with this work, being especially

sensitive to those members of the public who have spe-

cial needs and who belong to cultural and ethnic minori-

ties. Members of the public will be invited to provide

input on all issues relevant to a public health genetics

program.

To support its planning activities, HEALTH has re-

ceived two years of funding from the Healthcare Re-

sources and Services Administration (HRSA) for

infrastructure development and planning. Some of this

funding will be used to raise awareness and understand-

ing of medical genetics in Rhode Island.
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Ron Caldarone, MSW, is Chief of Special Needs,

HEALTH, and Clinical Teaching Associate, Brown Uni-

versity School ofMedicine.
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HEALTH invites the comments, the concerns, the

advice - and above all the participation - of physicians as

the State takes the first steps in genetics education and
planning.

For more information, please contact John Fulton,

PhD, Associate Director of RI Department of Health

phone: (401) 222- 1 394,xl 1

5

fax: (401) 861-5751

e-mail: JohnF@doh. state. ri. us
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This review originally appeared in the May 2000 issue. Due to i
a production error, parts ofthe review were truncated.

BOOK REVIEWS

Guide To Clinical Preventive Services,

2nd Edition

U.S. Department of Health & Human Services, Avail-

able from the United States Government Printing

Office, $40.00

phone: (202) 512-1800, http://www.access.gpo.gov

Reviewed by Sharon L. Marable, MD, MPH

The Guide to Clinical Preventive Services is a reference

book on the effectiveness of services such as screening tests,

patient education & counseling and immunizations. The sec-

ond edition of the Guide, published in 1997, is an updated

version of the original 1989 report of the predominately phy-

sician United States Preventive Services Task Force

(USPSTF). This latest volume represents the Task Force’s

critical review of the scientific literature on many preventive

interventions, with the Task Force’s final recommendation

of a test, immunization or counseling intervention only af-

ter the Task Force determined that the preventive service is

effective based on published clinical research.

The Guide analyzes the scientific evidence for and

against over seventy preventive health interventions which

include counseling patients on tobacco use, sexually trans-

mitted diseases and unintentional injuries. The Task Force

also provides its conclusions on recommended immuniza-

tions as well as chemoprophylaxis with aspirin or hormones.

Moreover, similar to the first edition, the report includes

age-specific charts listing recommended preventive services

for patients in various age groups, which primary care phy-

sicians may find beneficial.

The chapter discussions of each topic are formatted in

terms of: 1) the burden of suffering in the United States from

Abbreviations Used:

USPSTF United States Preventive Services Task Force

the disease 2) assessment of the accuracy of the screening test

for a specific disease 3) efficacy of early detection, behavioral

risk reduction, chemoprophylaxis, or immunization for a spe-

cific condition 4) discussion and the final USPSTF recom-

mendation. Although the final conclusions in this Guide are

those of the Task Force, each chapter also includes a section

with the recommendations from medical societies such as the

American College of Obstetricians and Gynecologists, Ameri-

can Academy of Pediatrics, American Academy ofFamily Phy-

sicians, American College of Physicians and the American

College of Cardiology. This additional perspective is particu-

larly useful in chapters where the Task Force found insuffi-

cient clinical research data to recommend for or against a

certain clinical preventive service. Approximately one hun-

dred references are provided at the end of each chapter.

The United States Preventive Services Task Force an-

nounced important findings from their extensive review pro-

cess. First, the Task Force determined that many of the health

care problems we see in the office are now more often the

consequence of the lifestyle choices made by our individual

patients. The Task Force emphasized that the leading causes

of death in the U.S., like cancer, cardiovascular disease, cere-

brovascular disease, injuries and human immunodeficiency

virus infection, are linked to a small number of behaviors

which include smoking, physical inactivity, substance abuse,

poor dietary choices and failure to use seatbelts. Therefore,

the Task Force urges all clinicians to seize every opportunity

to deliver a preventive service or message to a patient. Con-

sequently, this updated Guide lists patient education strate-

gies and counseling techniques the provider can incorporate

Medicine and Health / Rhode Island



in practice to help patients change behaviors. The Task Force

recognized physicians are struggling with providing patients

consistent office- based health education and counseling due

to reimbursement issues, lack of human resources and lack

of time, and the Task Force did not have the authority to

address the solutions to these complex issues in the body of

this report. However, the Task Force referred the reader to

the “Put Prevention into Practice” program administered

by the Agency for Healthcare Research and Quality

(www.ahrq.gov), and the Clinicians Handbook ofPreventive

Services, for guidance on ways to implement these guide-

lines. Second, the Task Force concluded that for some health

problems, community-based interventions may produce bet-

ter results than solely delivering the preventive service to an

individual in a clinical health care setting. As a result, the

government recently commissioned a Task Force on Com-
munity Preventive Services, which will develop evidence-

based recommendations for preventive services administered

within the community. The United States Preventive Ser-

vices Task Force encourages all clinicians to become involved

in community health initiatives and participate in the devel-

opment public health policy.

The Guide has the limitations of any document based

on a review of clinical research. For instance, the USPSTF
only studied those preventive services performed on asymp-

tomatic persons in clinical venues. Therefore, the Task Force’s

recommendations do not apply to preventive interventions

provided outside of the clinical setting, such as a community

health fair, or to individuals who already have clinical mani-

festations of the target conditions. Moreover, the recommen-

dations for or against the performance of certain preventive

services were based upon the quality of the supporting scien-

tific evidence at the time of publication.

Although this Guide was developed specifically for pri-

mary care clinicians, physicians with an interest in preven-

tion or evidence-based medicine will also find it to be an

essential desk top reference.
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Reporting Period

June

1999
12 Months Ending with June 1999

Number (a) Number (a) Rates (b) YPLL (c)

Diseases of the Heart 227 3,020 305.5 3,673.0

Malignant Neoplasms 183 2,454 248.3 6,811.5

Cerebrovascular Diseases 38 564 57.1 721.0

Injuries (Accident/Suicide/Homicide) 31 372 37.6 6,950.0

COPD 28 496 50.2 437.5

Reporting Period

December
1999

12 Months Ending with

December 1999

Number Number Rates

Live Births 1,115 12,918 13.1*

Deaths 956 9,837 10.0*

Infant Deaths (5) (87) 6.7#

Neonatal deaths (5) (71) 5.5#

Marriages 397 7,757 7.8*

Divorces 302 2,750 2.8*

Induced Terminations 348 4,904 379.6#

Spontaneous Fetal Deaths 33 862 66.7#

Under 20 weeks gestation (25) (791) 61.2#

20+ weeks gestation (8) (71) 5.5#

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of

988,480

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode Is-

landfor the reportingperiods listed above. Monthlyprovisional

totals should be analyzed with caution because the numbers

may be small and subject to seasonal variation.

* Rates per 1 ,000 estimated population # Rates per 1 ,000 live births
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Medical Records Requests: Doctors, Stop

Violating the Law!

This column is written in response to what I perceive is

a widespread problem in the medical community. Sev-

eral times in the past few months, new patients have told

me they could not arrange for copies of their medical records

to be sent to my office. Many people come to me for sec-

ond opinions. I like to see these records to avoid duplica-

tion of testing and to learn about past treatment responses,

among other reasons. Furthermore, when I perform medi-

cal file reviews and independent medical evaluations, I re-

peatedly see the consequences when the treating physicians

lack this information - inadequate history, duplicate test-

ing, inappropriate treatment, faulty diagnoses, etc.

Physicians’ office staff give varied

explanations to patients: a policy not to

release any records, refusal to send the

records because the patient owed the

physician money, and insistence that the

records could only be released in response

to a written request emanating from my
office but not directly from the patient.

Besides inconveniencing me, the physi-

cians in question are violating state law

and Department of Health regulations.

Mishandling records requests is a lead-

ing source of complaints to the Medical

Society and the Board of Medical Licensure and Discipline.

Sometimes I have spoken to the physician and asked

why the records were not available. Invariably s/he replies

that the patient misunderstood, there is no such policy,

and the records will be forwarded. Now I suppose it is

possible that the patient did misunderstand though some

of the patients who have confronted this problem struck

me as quite intelligent and not easily misled. Perhaps some

of these physicians are simply dissembling. Or perhaps

they don’t know what their staff is up to on their behalf.

Unfortunately, should there be a formal complaint, the

physician will almost certainly be liable for these violations.

Indeed, even if the responsible staff member is not a sala-

ried employee, the physician might still be responsible if

he or she had control or supervisory power over the indi-

vidual - the captain of the ship doctrine.
1

The rules regarding records requests are summarized

in Sections 1 1.2 and 12.1 of the Rules and Regulations for

the Licensure and Discipline ofPhysicians (R5-37-MD/DO)

,

adopted by the Department ofHealth in 1967, as amended,

January 2000. (These rules, in part, restate Rhode Island

Jeffrey Wishik, MD, JD

General Law §5-37-22.) It is clear from the statute and

rules that the records and medical bills “may be requested

by the patient or an authorized representative” [§ 1 1 .2] . Fur-

thermore, when a transfer of records to another physician is

requested in writing by a patient “the original physician shall

promptly honor such request” [§12.1.3], presumably within

the same thirty days allowed for patient requests as noted in

§11.2.

These rules do permit “reimbursement for reasonable

expenses . . . incurred in connection with copying such medi-

cal records” [§12.1.3], subject to a few important excep-

tions noted below. State law requires the Director of the

Department of Health to establish these

charges [R.I.G.L. §23-1-48]. There is

an explicit fee schedule: 25 cents per

page for the first 100 pages, 10 cents per

page thereafter; plus a retrieval fee up to

$15 regardless of actual time expended;

plus a $ 1 0 special handling fee if records

must be provided within 48 hours of the

request [§ 1 1 .2]

.

Warning - the physician is not per-

mitted to require payment for medical

services rendered as a condition for re-

leasing the patient’s records. This is ex-

plicitly prohibited in §11.2. Furthermore, if the medical

records are being requested for purposes of continuity of

care the physician cannot require prepayment of the copy-

ing and retrieval fee. If a physician is uncertain whether

this exception applies, ask where the records are going. When
a patient insists on receiving the records, even after you of-

fer to forward them directly to another clinician, you are

probably entitled to conclude that the purpose of the re-

quest is not continuity of care and therefore you may re-

quire payment.

The other main exceptions are more straightforward.

You cannot charge for immunization records required for

school admission; for records needed to support claims or

appeals Filed under Social Security or any other need-based

federal or state program (e.g. Rite Care, Medical Assistance,

temporary disability benefits, unemployment); or for records

requested by applicants in connection with Civil Certifica-

tion Preceedings or Worker’s Compensation claims [§ 1 1 .2]

.

When a patient requests his or her records, the physi-

cian does have the option to “either permit such patient . .

.

to examine and copy the patient’s confidential health care

”
. . ifthe medical records

are being requestedfor

purposes ofcontinuity of

care thephysician cannot

requireprepayment ofthe

copying and retrievalfee.
y
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information or provide such patient ... a summary ofsuch

information” [§12.1.4]. In my limited experience, this

option seems most popular with psychiatrists and other

mental health providers. However, the summary may not

solve the problem. Besides creating more work for the

physician, the patient has a trump card. If not satisfied

with the summary, the patient can still insist on a copy of

the entire record, for which the physician shall be paid ac-

cording to the fee schedule already described.

There is one last subtlety connected to the release of

records to the patient, albeit involving unusual circum-

stances. If the release of records directly to the patient would

“in the professional judgment of the physician ... be inju-

rious to the mental or physical health of the patient . . . the

physician is not required to disclose or provide a summary”

but should release the records to another physician selected

by the patient [§12.1.4]. I have yet to come across such a

situation in my own practice. A possible scenario might

involve a seriously depressed patient seeking a copy of my
cognitive evaluation in which I raise the possibility of a

progressive and incurable dementia such as Alzheimer’s

Disease. Seeing this evaluation might provoke a suicide

attempt. I’m sure the reader can think of similar situa-

tions. The physician seeking to rely on this narrow excep-

tion should be quite sure about the potential for harm, and

not use this exception to avoid records release.
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ing room. The surgeon would be treated as if he were the

captain of the ship, and responsible for everything that tran-

spired. Modern cases are moving away from this degree of

liability. Unless the surgeon has a major role in training,

educating and supervising the other person liability will usu-

ally not be found.
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Ninety Years Ago
[June, 1910] ^

D .L. Richardson, MD, Superintendent, gave an update on the

Providence City Hospital - initiated by Rhode Island Hospital

trustees eager to be “freed from the care ofcontagious disease, which

the Hospital has been treating for 20 years.” In February 1906 the

City had appointed a planning committee. In June the committee

decided to purchase 25 acres between Douglas Avenue and Eaton

Street. With a final appropriation of $425,000, the work started on

July 1, 1908. In March 1909 the hospital admitted its first patient.

In the 7-building facility, which could accommodate 150 patients,

“the lighting is done entirely by electricity.” The newly-appointed

Hospital Commission planned to build a separate building for tu-

berculosis patients.

Dr. Charles Chapin, in “Health of Providence,” reported that

one rabid dog bit 3 persons. All received the Pasteur treatment from

Dr. Bowen at Rhode Island Hospital. All survived.

H.G. Partridge, MD, in “Hemorrhage - Antepartum and In-

trapartum,” reported on 7 cases (two deaths) of premature separa-

tion of the placenta and 1 3 cases (two deaths) of placenta previa at

Providence Lying-In Hospital (from 914 deliveries). For the former,

he blamed “traumatism and endometriosis; ’for the latter, the etiol-

ogy was “no better known today than 25 years ago.”

J.T. Farrell, MD, in “The Incandescent Light as a Therapeutic

Agent,” praised the efficacy of 50 to 500 hundred candle power. He

put “a stout muscular woman of 52” with an injured shoulder under

the light for 20 minutes for 4 treatments, at intervals of3-4 days: she

was free of pain for 3 years after treatment. A physician-patient had

complained oflumbago attacks each winter. Dr Farrell “begged him

to.. .let me warm his back, which, by the way, was a big one.” After

5 treatments, the patient’s attacks ceased. A 66 year-old woman
with a 20-year history of severe neuralgic pain of face and forehead,

who had had her teeth extracted, received 35 minutes of 500 candle

power light a few times. She too emerged pain-free.

Fifty Years Ago
5^ [June, 1950]

I
n “Elaboration in Medicine,” the presidential address to the 139th

annual meeting of the RI Medical Society, Peter Pineo Chase,

MD, Editor-in-Chief, linked the publics eagerness for government

oversight with the rising costs of medicine - but linked those rising

costs to physicians’ profligate practice patterns. “The principal plea

for [bureaucratic control of medicine] seems to be that the increas-

ing cost.. .is more than we can handle and we will have to let the

government pay the bills. I think you are rapidly forcing this result

by your extravagant ways, many ofwhich could be easily curtailed.”

Lamenting “too many” tests, investigative procedures, hormones,

intravenous fluids, antibiotics, vitamins, and specialists, Dr. Chase

cited Dr. Oliver Wendell Holmes’ comment on what he had learned

from studying with Louis Pasteur: “I learned not to think that I

must give medicine because a patient is sick.”

In April 1949 physicians at the Mayo Clinic first reported on

the use of cortisone therapy in rheumatoid arthritis. In “Cortisone

Therapy in Rheumatoid Arthritis,” William J. O’Connell, MD, and

Frederic J. Burns, MD, described two cases from the Arthritis Clinic

and Medical Services of St. Joseph’s Hospital. A 36 year-old woman
had had severe rheumatoid arthritis, with a generalized exfoliating

psoriasis, for 10 years. In the past three years, she was “...unable to

get in and out of bed, unable to comb her hair, brush her teeth or use

her arms and hands properly in order to eat.” She had been treated

with heavy doses of salicylates, gold therapy, and sulphur. X-rays

showed fusion ofjoints. In three weeks, after one intra-gluteal injec-

tion (250 mgs), followed by daily 100 mgs injections, she could walk

up and down three flights of stairs without pain or fatigue. A 40

year-old married woman, whose disease followed a normal pregnancy

and delivery, had the same results. The clinicians “observed no side

effects of hyperadrenalism.”

R.B. Robins, MD, the past president of the Arkansas Medical

Society, speaking at the 139th annual meeting of the Rhode Island

Medical Society, declared government insurance unnecessary - proved

by Rhode Island’s stellar record in voluntary insurance. In 1944,

40% of the state’s eligible population was covered by Blue Cross; in

1950, 76.3% was - the highest percentage enrollment in the country.

In the next election, physicians could “stop the march of socialism”

and “decide whether the American doctor remains free or whether he

becomes slave.” A Mississippi colleague reworded the 23rd Psalm:

“The State is my shepherd: I shall not work.”

Twenty Five Years Ago
[June, 1975]

I
n this issue, focused on endometrial cancer, the Rhode Island Di-

vision of the American Cancer Society brought together experts in

honor of Dr. George W. Waterman. Dr. Waterman, with Dr. Herman

C. Pitts, established the Gynecological Tumor Clinic at Rhode Island

Hospital, the “first formally structured clinic for this disease in the

United States.” Arvin S. Glicksman, MD, gave the introductory re-

marks, noting that the incidence of cervical cancer had been declin-

ing for the past 20 years, but that the incidence ofendometrial cancer

had risen.

Papers included “Cancer of the Endometrium: Progress in un-

derstanding the role of hormones will soon make possible selection

of patients for hormone treatment;” “Radiation Treatment ofCancer

of Endometriosis: Radiation has a place in preoperative treatment

and where surgery is contraindicated;” “Medical Management of

Cancer of the Endometrium: Medical oncologists must deal with

cases not cured by initial therapy and where recurrences are dissemi-

nated.”

An Editorial described PL 93-641 (National Health Planning

and Resources Development Act of 1 974), which would unite Com-

prehensive Health Planning, Regional Medical Programs, and the

Hill Burton Act. This law established Statewide Health Coordinat-

ing Councils.
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Commentaries

198

Peer Review: Phony Data, Shoddy

Work or Revolutionary Results?

“Truth Will Out”

P
eer review is one of the corner

stones of scientific endeavor.

Reputable journals, where important

and even unimportant work is pub-

lished, all have a mechanism in place

for presumably dispassionate, but in-

formed, review of submitted works by

at least two volunteer experts. Grants

are similarly reviewed by a panel of in-

dependent experts, who will meet, pe-

riodically, to further evaluate submitted

protocols.

The process of peer review works

fairly well but not always, for a num-

ber of reasons. “Peer” review is not al-

ways “fair” review. The evaluators,

generally being experts in the field, may

pre-judge an author, “I know him. He’s

an idiot, so don’t believe anything he

writes.” This may be good, for ex-

ample, if the author is, in fact, an idiot,

bad, if the author simply has a running

disagreement with the reviewer. Some-

times the editors, who supervise the

reviewers, can be bullied. I recall a case

where an eminent clinician had a pa-

per rejected by a reputable journal. Not

content, like the rest of us, to submit

someplace else, he asked for a second

set of reviewers. Being eminent, he

was appeased. He then got a third set

of reviewers before the manuscript was

accepted. “A triumph of the peer re-

view system,” he opined, quite ear-

nestly. “You need to be determined and

the system will work.” Alternatively,

the system caved into an old boy net-

work while maintaining the superficial

appearance of propriety.

But what to do when reviewing

reports which don’t seem credible?

Clinical observations may be incorrect

for a large number of reasons and clini-

cal deductions may be wrong for even

more reasons. I reviewed a paper (not

for this journal) in which a drug re-

portedly had a salutary effect on a par-

ticular group of patients. I had

abandoned this drug shortly after it

came out because of its severe side ef-

fects. All of my colleagues who spe-

cialize in my area had the same

experience, and now someone claimed

the opposite. The submitted report

was an open label trial. No double-

blind, placebo-controlled trials have

been done because no one will do

them, the drug being so clearly toxic.

There are three possible explanations.

One is shoddy data. The investigator

used an unskilled person to measure

patient outcome and missed the bulk

ofthe problems, or the doctor was him-

self unable to accurately make measure-

ments. A second explanation is that

the results were made up. The author

thought one or two patients did OK,

so why not invent 30 or 40? Finally,

maybe the rest of us are wrong and we

all quit too soon. Perhaps a rare pa-

tient or two does poorly, but most do

well and we all gave up too soon.

Rosalyn Yalow, PhD, won a Nobel

Prize for the development of

radiommune assays. She developed the

technique for quantitating insulin in

biological fluids. By this breakthrough

she worked out how insulin was se-

creted and what its kinetics were. Fur-

thermore, her works with S. Berson,

MD, allowed measurements on other

peptides of great biological import. It

was revolutionary. Therefore it was

thought wrong and the papers were

rejected. When she gave her Nobel

Prize acceptance speech, she showed

slides of the letters of rejection of her

early papers. As a reviewer, can I al-

ways tell wheat from chaff, or distin-

guish stuff that is out ofwhack because

it is wrong from the stuff that is new

and different, but right?

Falsified data. Recently a major

breast cancer trial reported that bone

marrow transplantation was probably

a failure, but one center in the trial had

remarkable success, so the overall re-

sults were not clear. However, the one

site was then reviewed and found to

have fabricated data. How could some-

one do this? How could a physician

and a scientist destroy all that we hold

sacrosanct? For fame? For fear oflearn-

ing that the original hypothesis was

wrong? To self-destruct? To get more

grant support? We ll probably never

know, but for me the lesson is, “be care-

ful,” which is why we have the peer

review system in the first place.

What should I do with reports

that run counter to my own observa-

tions? I say to myself, “I don’t believe

this, ” but if the methodology is sound

(short of quality assessment of the per-

son making the measurements) I ac-

cept the work. I can never be certain

that I am not the biased observer and

that perhaps, I am the one who is less

astute. I believe that time will tell as

more reports are published and more

experience is learned and that ulti-

mately “truth will out.”

- Josseph H. Friedman, MD

Medicine and Health / Rhode Island



Great Gods and Little Flies

sr*

The common house fly, Musca domestica, is about as com-

mon as an insect can get. It has cunningly insinuated itself

into mans various habitats, from Polynesian thatched huts to

glass-walled skyscrapers, adapting itself congenially to every cli-

matic niche, every landscape, every form of domestic structure

devised by humans. And like its cousins the locusts, lice and

fleas, the ubiquitous fly has been universally rebuked as an an-

noyance, a menace to health and a grievous burden upon man-

kind.

For millennia swarms of flies have been viewed as omens

ofimpending pestilence. Accordingly, many cultures had con-

signed to certain of their gods the responsibility ofcontrolling

these disease-associated clusters of flies. This was no menial

task to be entrusted to some neophyte god. The fly was a ma-

jor societal problem which accordingly required a major diety.

In Greece, for example, there was Zeus apomyeos, [the god

who chases flies], and in Rome, Deus miagros. A god closely

associated with the Caananite city of Ekron, Baal by name,

was thought by the Philistines to exercise control over their

local flies. The Hebrews referred to Baal, disparagingly, as the

evil Ba’alzebul or Beelzebub [Hebrew, lord of the flies.] And
Matthew, Mark and Luke then identified Beelzebub more

precisely as prince of the devils, Satan himself.

It is, in truth, difficult to find kind words for the house

fly. One sociologist declared that “they breed from corruption

and decay, carry the germs of the foulest diseases.” It is said

that all living creatures are miracles of divine creation. But

why, some wondered, were these relentlessly annoying insects

created in the first place? As a punishing plague? As a means of

tempering the apostate spirit of man?

Aesop thought flies to be full of empty boasting and ve-

nality. In one fable, the fly sits upon the axle ofa racing chariot

and exclaims: “See what a dust I do raise!” And in another

allegory, the fly demands wages for having merely watched

the labor of others.

How dangerous, then, are the flies ? Do they deserve the

bad press conferred upon them ? Are they in the same cat-

egory as the mosquitoes and lice, major league purveyors of

human misery and death ?

Flies come in many forms and varieties [indeed, some

2,500 distinguishable species]. Some, the biting species, de-

rive their principal nutrition from the blood of their victims.

The non-biting ones [including the common house fly] are

more benevolently inclined and get their sustenance from nec-

tar and decaying matter.

The black fly, Simulium damnosum, is a tropically-based

creature found principally in the rain forests ofAfrica and Cen-

tral America. It is the dominant vector for a parasitic disease

called onchocerciasis [river blindness.] When a black fly sucks

blood from a person afflicted with onchocerciasis, the micro-

scopic blood-borne worms are thus transferred when the fly

bites its next victim. The injected worms propagate in the new
host, often forming lumpy swellings over the limbs and trunk.

But some of these minute parasites also invade the cornea, the

outer, transparent covering of the eyeball, resulting in local

inflammation and, eventually, scarring. The opaque scars

coalesce to cause blindness.

Onchocerciasis, with many millions of victims, is one of

the leading causes of blindness in the world today. Another

form of communicable blindness, trachoma, is hastened by

swarms of house flies which transfer the infective agent of tra-

choma from one child to the next.

Yet another type of fly [known to crossword puzzle enthu-

siasts as tse-tse, a Bantu word meaning buzzing insect] is the

carrier of trypanosomiasis or African sleeping sickness. Here

too, the transmitting mechanism is the bloodsucking tenden-

cies of Glossina palpalis, the tse-tse fly.

Kala azar, affecting over 50 million people globally, is passed

from person to person by the bite of the sand fly. These three

essentially tropical diseases [onchocerciasis, trypanosomiasis and

kala azar] result in enormous human suffering and immense

economic loss [broad, fertile areas ofAfrica cannot be agricul-

turally exploited, almost as though they had been seeded by

mine-fields, because of endemic trypanosomiasis. Live stock,

too, are severely affected by this parasite.]

The globally distributed house fly, however, does not bite.

It is happily sustained by limidess accumulations ofexposed food

and unprocessed domestic waste and human sewage. It trans-

mits disease organisms first by contaminating its feet with bacte-

rially saturated sewage and then by alighting upon the surface of

fresh food about to be consumed by humans. The house fly

may therefore transmit such intestinal diseases as dysentery and

typhoid. Given the fact that the unsavory diet ofthe typical fly is

human waste, why has not the entire house fly species been wiped

out by the germs oftyphoid? Actually, the house fly is endowed

with a wondrous intestinal tract capable of killing virtually all

the bacteria that it consumes. This antibacterial action, however,

does not extend to the hairy coverings of its feet; and so bacteria

may be disseminated by house flies without hindrance.

In communities with less-than-complete sewage systems,

communities that still rely upon outdoor privies or even more

primitive fecal-disposal procedures, the swarms ofsummer flies

herald widespread intestinal infections, particularly in young

children [the summer diarrheas.] And in tropical communities

without sewage systems, diarrhea remains the leading cause of

death. Epidemiologists have convincingly demonstrated that

the single intervention of encasing windows with screens has

substantially reduced the community frequency of diarrheal

diseases, the screens creating a barrier between the contami-

nated flies and the household foods about to be served. Rapid

undergound movement of household wastes to sewage pro-

cessing centers represents yet another mechanism keeping flies

from contaminated fecal waste. It was no idle claim when a

British scientist declared that the greatest single medical ad-

vance in the last millennium was the establishment of under-

ground sewage disposal systems.

To those with homes protected by screens, the house fly is

little more than a marginal annoyance. But to those whose chil-

dren are blinded by disease-carrying flies, whose food is covered

by swarms of contaminated flies, whose catde sicken because of

fly-borne disease, whose lives are sorely tried, the fly looms as a

monstrous obscenity; and how natural then for these oppressed

to seek the services of powerful gods such as Beelzebub.

- Stanley M. Aronson, MD
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Blood-borne Pathogen Education: Please Pass It On!

“Why do we have to do this any-

way?” is a not infrequendy heard grumble

about the time that Rhode Island physi-

cians prepare to renew their medical li-

censes. The grumbling refers to the

requirement for two hours ofCME cred-

its in the area of bloodborne pathogen

education necessary for medical licensure

in the state of Rhode Island. Although

not specifically mandated within the

OSHA Bloodborne Pathogen Standard,

finalized in 1991, the Rhode Island re-

quirement is clearly consistent with the

federal regulation’s intent - to reduce

transmission of hepatitis B and HIV in

the workplace.

There is a certain calculated shrewd-

ness in making blood-borne pathogen

education required. Invariably, compli-

ance is markedly higher than with vol-

untary guidelines. Linking the

requirement to medical licensure cer-

tainly gets the point across without wast-

ing time or words with the additional

benefit of being easily auditable. The

ongoing nature of the requirement has

another advantage - it functions as a

built-in mechanism to disseminate im-

portant updates on occupational trans-

mission and postexposure prophylaxis to

the relevant target audience.

There are many microbial agents

(bacteria, viruses, parasites) which have

a blood-borne phase during infection.

Why then do we concentrate on hepati-

tis B (HBV), hepatitis C (HCV) and

human immunodeficiency virus (HIV)

for blood-borne pathogen education?

The length of time that the microbial

pathogen circulates in blood as well as

its titer and infectivity (i.e. infectious

dose) are the main determinants of the

likelihood of transmission following an

accidental exposure to blood. The fre-

quency of infection with the specific in-

fectious agent in the population will also

affect the dynamics ofoccupational trans-

mission. Literally, trillions of virions may

be found for months to years in the blood

of persons chronically infected with

HBV, which partly contributes to the

extraordinary propensity for transmission

ofHBV from minute amounts ofblood.

In contrast, hepatitis A viremia is short-

lived (less than one month), and a few

orders of magnitude lower, accounting

for the rarity of its transmission by blood

exposures.

Even among the “Big Three”

bloodborne pathogens, there are signifi-

cant differences in their propensity for

occupational transmission (Table 1). Far

and away the greatest likelihood for trans-

mission after a percutaneous exposure

from an infected source patient is for

HBV. While HBV infection may have

the lowest rate of progression to chronic

infection compared with that for HIV
and HCV, it has the highest risk for death

in acute infection and is a leading cause

overall for liver transplantation. Ofthese

3 bloodborne pathogens, hepatitis B is

the only one for which a highly effective

vaccine exists.

Occupational exposure to HCV is

a difficult situation for which there are

more questions then answers. HCV in-

fection is more common in the general

population than either HBV or HIV,

and in high risk groups there are 5-10

times as many HCV infected persons as

either HBV or HIV infected. HCV is

not as easily transmissible by blood con-

tact as HBV, with seroprevalence studies

of HCWs consistently showing much
lower rates of seropositivity for HCV
than HBV. This does not constitute

grounds for casual dismissal of the issue

of occupational HCV transmission as

careful postexposure follow-up studies

have shown a small but real risk forHCV
transmission in occupational settings.

Given that reliable postexposure prophy-

laxis regimens have not been defined,

management of an occupational expo-

sure to HCV remains a difficult and chal-

lenging problem. The scope of this

problem is staggering when viewed

through the prism ofseroprevalence rates

ofup to 90% in certain high-risk popu-

lations.

Regarding the transmission ofHIV
in medical settings, the public and lay

press have concentrated on the risk for

provider to patient transmission. How-
ever, the preponderance of evidence is

that the risk mainly operates in the re-

verse direction, i.e. from patient to pro-

vider, and this accounts for the greatest

proportion ofhealth care worker-related

transmission. Extensive lookback inves-

tigations undertaken after detection of

an infected health care provider have

shown the extreme rarity of provider to

Table 1. Comparative aspects of HBV, HCV and HIV
with regard to occupational transmission

HBV HCV HIV

Outcome of acute infection

Resolved 85% 15% probably 0%
Chronic 15% 85% 100%

Prevalence of chronic infection

In U.S. population 0.5% 1 .8% 0.3%

In high risk groups 1-20% 1-90% 1-20%

Seroconversion risk after 6-30% 1 .8% 0.3%

percutaneous exposure (range 0-7%)

Postexposure prophylaxis Yes* No Yes*

Vaccine-preventable Yes No No

*Depending on the nature of the exposure.
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patient transmission in the United States

and western Europe.

While the risk for occupational

transmission after a percutaneous expo-

sure to an infected source is lowest for

HIV (compared with HBV and HCV),

acute HIV infection invariably converts

to a chronic infection. Postexposure pro-

phylaxis has been observed to decrease

the risk for occupational HIV. However,

this intervention probably has a limited

“window ofopportunity” for implemen-

tation to be effective. This requires

greater awareness by medical providers,

HCWs and others with exposure to

blood of what clinical events constitute

an “exposure.” Appropriate evaluation

and intervention mechanisms must be

accessible around the clock as well.

So in this era of outcomes analysis,

what is the evidence that the federal

Bloodborne Pathogen Standard has been

effective? This OSHA rule mandated the

provision of hepatitis B vaccination by

employers for all employees with reason-

ably anticipated potential for exposure

to blood and other infectious body flu-

ids. The institution of this ruling in 1991

produced the sharpest decline in hepati-

tis B incidence in health care workers

(HCWs) since the introduction of the

hepatitis B vaccine. Presently, the inci-

dence of hepatitis B infection in HCWs
is now less than that in the general popu-

lation.

Hard evidence for demonstrable

outcome benefit of Rhode Island’s man-

dated Bloodborne Pathogen education

is harder to come by. Basically the re-

quirement was founded on hope (that

education is an effective intervention),

fostered by necessity (the 1991 OSHA
rule) and implemented with a carrot and

stick approach. In all honesty we have

no formal assessments of its benefit. But

by informal qualitative measures such as

numbers of sharps injuries, increased

hepatitis B vaccination, improved rates

of correctly referred and evaluated em-

ployee exposures, efforts seem to be mov-

ing in the right direction.

All of the contributors to this issue

ofMedicine&Health/Rhode Island have

worked diligently to provide succinct and

up-to-date commentary on risks of oc-

cupational bloodborne pathogen trans-

mission. These risks are now being rec-

ognized as occurring in non-health care

related professions as well and a new

phase of bloodborne pathogens educa-

tion will be for us as medical providers

to educate those of our friends, family

and patients with possible occupational

exposure to blood. For all of us, though,

the take-home message is the same: (1)

protection through vaccination where

feasible; (2) exposure prevention when-

ever possible; and (3) rapid exposure

evaluation and intervention when nec-

essary.
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Hepatitis B: The Only Vaccine-Preventable

Bloodborne Pathogen

Molly Stenzel, MD

Abbreviations Used:

CDC Centers for Disease Control

andPrevention

HBIG hepatitis B immune globulin

HBsAG hepatitis B surface antigen

HBV hepatitis B virus

HCW health care workers

OSHA Occupational Safety and

Health Administration

H istorically, hepatitis B has been the

most prominent infectious

bloodborne hazard for health care workers

(HCWs). An estimated 100-200 individu-

als have died annually during the past decade

as a consequence ofoccupationally-acquired

hepatitis B infection.
1

Personnel at highest

risk are those most frequently exposed to

blood and body fluids, including phleboto-

mists, surgeons, obstetricians, pathologists,

and physicians and nurses who work in he-

modialysis and oncology units. Over the past

two decades, a highly efficacious vaccine has

been introduced and policies implemented

for the widespread immunization ofHCWs.
As a result, the incidence ofnew hepatitis B

infections in HCWs has fallen dramatically

(Figure 1). However, recent studies have

shown that even among those at the highest

risk, such as surgeons and phlebotomists, the

vaccination rate is only 80%. 2,3 With diligent

adherence to current vaccination policies, oc-

cupational hepatitis B infection should become

a thing of the past. Current areas ofcon-

troversy are the restriction ofthe practice of

HCWs who are chronic hepatitis B carri-

ers, periodic serologic testing to determine

long-term response to vaccine, and admin-

istration of booster doses ofvaccine.

Epidemiology
Within the last 10 years, since the

initiation of a widespread vaccination

campaign, reported cases ofacute hepa-

titis B in the United States have decreased

50%, from 21,102 cases in 1990 to 10,258

in 1998.
4 An even more striking decrease

in the incidence ofinfection among HCWs
has been noted. In 1993, an estimated 1,450

HCWs were infected, a 90% decrease from

the number estimated to have been infected

in 198 5.
4 The incidence of new hepatitis B

infections in the United States in 1 998 was 4

cases per 100,000. In New England this

rate was slightly lower than the nationwide

average (1.7 cases/ 100,000 persons).

The public health impact of hepatitis

B is due to the effects of chronic infection,

cirrhosis and hepatocellular carcinoma. The

risk of developing chronic hepatitis B infec-

tion is inversely related to the age at which

infection is acquired. In the United States

(as in Canada, Western Europe, New
Zealand, and Australia), most infections are

acquired in adulthood. As a result, although

approximately5% ofthe U.S. population has

serologic evidence of infection with the vi-
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The estimated incidence of hepatitis B virus infections per 100 000 people

among health care workers (HCWs) and the general US population

for 1983 through 1995. DOL-HHS indicates Departments of Labor-

Health and Human Services; OSHA, Occupational Safety and Health

Administration.

Figure 1 from Reference 2.

rus, only 0.35% is chronically infected . In

contrast, in most of the developing world,

particularly China, southeast Asia, and sub-

Saharan Africa, most infections are acquired

perinatally or in early childhood. Conse-

quendy, 10-20% of the population in these

areas is chronically infected.
s

Clinical Disease

The incubation period of HBV is 6

weeks to 6 months. Although most acute

infections in adults are asymptomatic, 30-

50% ofnewly infected individuals develop

symptoms including nausea, vomiting, an-

orexia, fatigue, malaise, and jaundice.
6 Some

develop a serum sickness-like syndrome with

fevers, skin rashes including urticaria,

arthralgias and arthritis. Fulminant hepati-

tis occurs in less than 1% of acute infec-

tions, but carries a mortality of 63-93%.6

In most persons, symptoms resolve over 4-

1 2 weeks. Hepatic transaminases may be

elevated, even in the absence ofsymptoms.

During this initial phase of infection, pa-

tients usually have detectable hepatitis B sur-

face antigen (HBsAg) and hepatitis B core

IgM antibody.

Most persons infected with hepatitis

B develop an immune response which eradi-

cates infection, with concomitant clearance

ofHBsAg. In these individuals, subsequent

serologic studies reveal HBsAb and HBcAb.

Approximately 5-10% of persons infected

at an age >5 years old do not eradicate the

virus and become chronic carriers
5

;
for those

infected perinatally the rate of chronic car-

riage is nearly doubled (10-15%).

Some individuals with chronic hepa-

titis B remain asymptomatic, able to trans-

mit the virus but without active hepatic

inflammation and damage. Others develop

chronic liver disease, cul-

minating in cirrhosis,

hepatocellular carci-

noma, or both. The risk

of these long term se-

quelae of hepatitis B is

greatest in persons who

acquire the chronic in-

fection as infants or

young children (=25%)

as compared to those in-

fected in adulthood

(=15%).
6

In 10-20%

of chronically-infected

individuals, immune-

mediated extrahepatic

manifestations occur,

including polyarteritis

and glomerulonephri-

tis.
5

Available therapies for treatment in-

clude the immunomodulating agent alpha

interferon and the antiviral compound
lamivudine. With alpha interferon, viral rep-

lication is arrested in 25%-40% of treated

patients, and 10% of these clear HBsAg six

months after beginning therapy. Lamivudine

treatment has decreased serum aminotrans-

ferase levels and cleared circulating HBeAg
but no sustained improvement in chronic

liver disease has been seen.
6

Transmission
In the United States, the primary route

of transmission is parenteral exposure to in-

fected blood. Specific modes that have been

identified include sexual contact, both het-

erosexual and homosexual, injection drug

use, occupational exposure, household con-

tact with an acute or chronically infected

person, and hemodialysis. Over one-third

of individuals with acute hepatitis B have

no readily identifiable risk factor.
7

The most efficient route oftransmission

is percutaneous exposure to blood, as occurs

in needlestick injuries or sharing of needles

and syringes among injection drug users. The

hepatitis B virus is viable on environmental

surfaces for up to 7 days and transmission

can occur from inoculation with a blood-con-

taminated inanimate object. Some nosoco-

mial transmission has occurred in this manner

such as within dialysis units and from reus-

able equipment, such as glucometers.

Perinatal transmission from mother to

infant, the most common mode of trans-

mission in the developing world, occurs at

the time of delivery by maternal-fetal trans-

fusion and by mucosal exposure to mater-

nal blood in the birth canal. Other body

fluids contain virus, though at lower levels

than are found in the blood. These include
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saliva, semen, vaginal secretions, pleural,

pericardial, synovial, and cerebrospinal flu-

ids. Exposure of mucous membranes and

non-intact skin to blood or other infected

fluids may result in transmission of HBV.

The risk of acquiring HBV infection

following a single percutaneous exposure to

HBsAg+ blood in a non-immune individual

varies from 6% to 30%.8 The risk of trans-

mission is directly correlated with the con-

centration of virus present. In acutely or

chronically infected persons, the presence of

HBeAg in the blood is a marker for increased

infectivity. HBeAg is detectable during ac-

tive HBV replication and correlates with the

presence ofapproximately 108
to 10

9
infec-

tious viral particles per milliliter of serum. 8

Vaccination
The most important method for pre-

vention of the transmission ofhepatitis B is

the vaccination of all susceptible individu-

als. An effective vaccine has been available

since 1981. Vaccination against hepatitis B

was originally recommended only for per-

sons at high risk for exposure. Despite the

efficacy of the vaccine, the incidence of in-

fection was not significantly lowered dur-

ing the initial years ofvaccine use. In 1991,

as part of a national strategy to eliminate

transmission of hepatitis B, the Centers for

Disease Control and Prevention (CDC) ex-

panded hepatitis B vaccine recommenda-

tions to include universal vaccination of

newborns and adolescents.
7
Also in 1991,

the Occupational Safety and Health Admin-

istration (OSHA) mandated that hepatitis

B vaccine be offered to all employees at risk

of occupational exposure at no cost to the

employee.
1

The vaccines currently in use in the

United States consist ofrecombinant HBsAg

and contain no human blood products. The

vaccines are well tolerated and safe in preg-

nant women and in immunocompromised

patients. In 1999 formulations of the vac-

cine without thimerosal as a preservative

were approved for licensure, obviating ear-

lier concerns about exposure of newborns

to this mercury containing preservative.
9

Serologic testing

In general, serologic testing to assess

for pre-existing immunity prior to vaccinat-

ing for hepatitis B is not necessary. The de-

cision to screen prior to immunization is

based on cost considerations; serologic test-

ing prior to vaccination may be desirable as

a cost-saving measure where there is a high

prevalence ofpreexisting infection. The ini-

tial vaccination series induces a protective
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TABLE 1 Recommended postexposure prophylaxis for percutaneous or permucosal

exposure to hepatitis B virus. United States

Vaccination and anti-

body response status

of exposed person

Treatment when source is

HBsAG* positive HBsAg negative

Source not tested or

status unknown

Unvaccinated HBIG 1 x 1; initiate HB
vaccine series 4

Initiate HB vaccine
series

Initiate HB vaccine
series

Previously vaccinated:

Known responder* No treatment No treatment No treatment

Known non-responder HBIG x 2 or

HBIG x 1 and initiate

revacci nation

No treatment If known high-risk

source, treat as if

source were HBsAg
positive

Antibody response
unknown

Test exposed person
for anti-HBs**

1. If adequate*, no
treatment

2. If inadequate*, HBIG
x 1 and vaccine
booster

No treatment Test exposed person
for anti-HBs

1. If adequate*, no
treatment

2. If inadequate*
initiate revaccination

•Hepatitis B surface antigen.
t Hepatitis B immune globulin; dose 0.06 mL/kg intramuscularly.
*Hepatitis B vaccine.

iResponder is defined as a person with adequate levels of serum antibody to hepatitis B
surface antigen (i.e., anti-HBs > 10 mlU/mL); inadequate response to vaccination defined as
serum anti-HBs < 10 mlU/mL.

** Antibody to hepatitis B surface antigen.

From Reference 1

.

antibody response (>10 mlU/mL of

HBsAb) in approximately 90% of healthy

adult recipients younger than 40 years. Of
the remainder, 30-50% will respond after

three additional doses of vaccine.
10

Factors

associated with decreased response include

increased age, smoking, obesity, HIV infec-

tion and chronic disease.

For HCWs, serologic testing to con-

firm adequate response to vaccination is rec-

ommended. HBsAb titer should be checked

1-2 months after completion of the 3 dose

vaccine series.
1 Those who did not respond

should receive a second three-dose series, fol-

lowed by repeat serologic testing. Health

care workers who do not respond to the sec-

ond series should be counseled regarding

ongoing susceptibility to infection, precau-

tions to prevent exposure, and the need for

post-exposure prophylaxis following

parenteral exposure to potentially infected

blood.

Routine booster doses of hepatitis B

vaccine are not recommended for those per-

sons who developed a HBsAb antibody ti-

ter following the initial vaccine series.

Although HBsAb titers decline over time,

analysis of a total of 1,786 vaccine recipi-

ents monitored for 5 to 1
1

years showed

that while 63 (3.5%) became HBcAb posi-

tive (a marker for true infection), none of

these individuals had evidence of chronic

HBV infection.
6 Exposure to HBV is

thought to induce a vigorous anamnestic

HBsAb response that is protective. There-

fore, neither routine booster doses ofHBV
vaccine, nor periodic serologic testing to

monitor HBsAb titer, is currendy recom-

mended.

In acutely or chronically

infectedpersons, the

presence of HBeAg in the

blood is a markerfor

increased infectivity.

Health care workers should keep docu-

mentation of vaccination and post-immu-

nization determination of protective

antibody titer. Maintenance ofsuch records

will help institutions to implement programs

ofuniversal vaccination and avoid unneces-

sary revaccination. If previous immuniza-

tion and serological response cannot be

confirmed, the three-dose vaccination series

should be repeated. There is no harm in

receiving extra doses of the vaccine.

Other preventative measures
In 1987, primarily in response to the

burgeoning HIV epidemic, guidelines were

issued for the use of universal precautions

when handling blood, tissue, and body flu-

ids from all patients. These recommenda-

tions emphasize the use ofgloves and other

barrier precautions—such as gowns and

goggles—to prevent mucocutaneous expo-

sure. The guidelines also emphasize the

proper use ofneedles and sharp instruments,

including the avoidance of recapping used

needles and the disposal of all sharp instru-

ments in designated containers.

When occupational exposure occurs

despite these precautions, the need for

postexposure prophylaxis is determined by

the immunization history and vaccine-re-

sponse status of the health care worker, and

by the HBsAg status of the source patient.

Management of the exposure is determined

by the assessment of these variables (Table

1). Individuals who have completed the hepa-

titis B vaccine series and have documented

protective antibody need no post-exposure

treatment for hepatitis B (assessment for other

blood-borne pathogens such as hepatitis C
and HIV may be appropriate).

1

If the ex-

posed individual has never been vaccinated,

or is known to be a non-responder to the

vaccine, and the source patient is known to

be HBsAg positive, or considered high risk,

hepatitis B immune globulin (HBIG) should

be administered as soon as possible, and the

vaccination series initiated. Health care work-

ers who have been immunized but whose

protective antibody status is unknown should

be tested for HBsAb. Ifadequate antibody is

present, no further treatment is needed. If

protective antibody levels are not present, and

the source patient is HBsAg positive, HBIG
should be administered together with a

booster dose ofvaccine.

Transmission of hepatitis B
FROM HEALTH-CARE WORKER TO
PATIENT

Since the early 1970s, at least 375 pa-

tients in the United States, Canada, and

Europe have acquired HBV infection dur-

ing invasive procedures performed by 42

infected health care workers.
1

In almost all

instances, the infected health care worker

was HBeAg positive. Extensive investigation

failed to identify breaks in procedure or tech-

nique in many of these cases.
12

In 1987,

transmission ofHIV to patients by a Florida

dentist prompted the 1991 publication of

CDC recommendations for the prevention

of transmission of bloodborne pathogens

during exposure-prone invasive proce-

dures.
13 These guidelines propose that each

institution at which invasive procedures are

performed (surgical, dental, or medical)

identify procedures that are considered “ex-

posure-prone.” Examples include digital pal-

pation ofa needle tip in a body cavity or the

simultaneous presence of the health care

worker’s fingers and a needle or other sharp

instrument in a poorly visualized or highly

confined anatomic site. Healthcare work-

ers performing such exposure-prone proce-

dures are recommended to know their

HBsAg and HBeAg serostatus, and those

who are HBeAg positive should refrain from

performing exposure-prone procedures un-
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til approved to do so by an expert review panel.

The guidelines propose that prospective pa-

tients be notified ol the health care workers

seropositivity before undergoing exposure-

prone invasive procedures. These guidelines

stop short of recommending either manda-

tory HBV testing of health care workers, or

absolute restriction of the professional privi-

leges ofinfected practitioners. The overall risk

to patients was not felt to be sufficient to

warrant the cost of implementing and en-

forcing a policy of mandatory testing and

modified practice, as exists in Canada and

England. Federal law mandates that each state

make provisions for the implementation of

these guidelines.

Conclusion
Hepatitis B is the only one of the cur-

rendy recognized blood-borne pathogens for

which an effective vaccine exists. Contin-

ued efforts to promote the vaccination ofall

health care workers, preferably early in train-

ing prior to intensive patient contact, will

ultimately result in the eradication of hepa-

titis B as an occupational hazard.
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Hepatitis C Infection: Opportunity for

Exposure in Many Settings

Anne C. Spaulding, MD, Scott Allen, MD, Albert Osei, MD, and Rebecca Ballard, MD

I
n 1989, a novel bloodborne RNA vi-

rus, the hepatitis C virus [HCV], was

identified as the agent responsible for

most cases of non-A, non-B hepatitis.

With subsequent screening of blood do-

nors, transfusion-related hepatitis C (pre-

viously 40% of all new hepatitis C
infections) markedly decreased.

1 Hepati-

tis C transmission continues to occur,

however, particularly in users of illicit

drugs and there is a large reservoir of

chronically infected persons from receipt

ofblood transfusions prior to 1992, when

widespread donor screening began. The

sequelae of chronic HCV infection can

include liver failure and hepatocellular car-

cinoma, although these occur in a minor-

ity.
23 The gravity of these outcomes

mandates that prevention needs to be

strongly emphasized, especially for work-

ers with occupational exposure to blood.
4

Traditionally, this would have been de-

fined as health care workers mainly in

hospital settings; today these circum-

stances are being broadened to include

public safety workers, staff in substance

abuse facilities and medical officers and

staff in correctional facilities.

Abbreviations Used:

ALT alanine aminotransferase

HCV hepatitis C virus

ISG immune serum globulin

IVDU intravenous drug-user

PEP post-exposure prophylaxis

Epidemiology—United States

and Rhode Island

HCV is primarily transmitted

through percutaneous exposure to

blood. The prevalence of HCV infec-

tion varies considerably among various

populations in the US (Table l),
4
be-

ing highest in those with repeated

blood exposures. Injection drug use

now accounts for approximately 60%
of HCV transmission in the U.S.

Many newly diagnosed patients ac-

quired their HCV infection by blood

transfusions, mostly predating the se-

rologic testing of blood donors. Al-

though multiple studies have

documented very low rates of sexual

transmission, up to 20% of persons

with acute HCV infection report

sexual exposures in the absence of per-

cutaneous exposure. All other expo-

sures (occupational, household,
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TABLE 1. Estimated average prevalence of hepatitisC virus (HCV) infection in the United

States by various characteristics and estimated prevalence of persons with these

characteristics in the population

HCV-infection

prevalence
Prevalence of

persons with
characteristic, %Characteristic % (range,%)

Persons with hemophilia treated with products made before 1987

Injecting-drog users

87 (74-90) <0.01

current 79 (72-86) 0.5

history of prior use No Data 5

Persons with abnormal alanine aminotransferase levels 15 (10-18) 5

Chronic hemodialysis patients

Persons with multiple sex partners (lifetime)

10 (0-64) 0.1

250 9 (6-16) 4

10-49 3 (3-4) 22
2-9 2 (1-2) 52

Persons reporting a history of sexually transmitted diseases 6 (1-10) 17

Persons receiving blood transfusions before 1990 6 (5-9) 6

Infants born to infected mothers 5 (0-25) 0.1

Men who have sex with men 4 (2-18) 5

General population 1.8 (1.5-2.3) NA*

Health-care workers 1 (1-2) 9

Pregnant women 1 — 1.5

Military personnel 0.3 (0.2-0.4) 0.5

Volunteer blood donors 0.16 — 5

•Not applicable.

From Reference 4.

hemodialysis, perinatal) account for

about 10% of new cases and no rec-

ognizable source for infection is found

in 10%. Tattoos and body piercing

pose an unknown risk in the United

States. Iatrogenic transmission was a

tragic outcome of mass parenteral

treatment for schistosomiasis in Egypt

due to inadequately sterilized equip-

ment. This has resulted in widespread

hepatitis B and C transmission in the

population and is the largest transmis-

sion of blood-borne pathogens in the

worlds

An estimated 3.9 million Americans

are infected with HCV but this is prob-

ably a substantial underestimate. Preva-

lence of HCV in parenteral drug users

reaches 80% within the first year and in-

creases up to 86% with time. With the

typical IVDU incarcerated more than

once a year, approximately 30% of all

hepatitis C-infected Americans find

themselves in a correctional facility each

year, and approximately one third of all

prison inmates have antibodies to hepa-

titis C.6 The prevalence of HCV infec-

tion in U.S. health care workers is 1-2%,

similar to that (1.8%) in the general

population.

To date, a systematic seroprevalence

study ofHCV has not been conducted in

Rhode Island. In 1998, when 1,839 new

diagnoses ofHCVwere made locally, 25%
were found by testing at substance abuse

treatment facilities and 30% at the RI De-

partment of Corrections. The mean age

at diagnosis was 41 years. [Linda

Mouradjian, RN, personal communica-

tion.] Most cases in Rhode Island are di-

agnosed in patients age 25-50 years (Figure

1) but this may in part reflect access to

testing.

Clinical Disease Spectrum
The incubation period of hepatitis

C averages about six weeks. Acute infec-

tions are largely asymptomatic or have

only mild non-specific symptoms. Jaun-

dice is present in less than 25% of cases.

The majority (up to 85%) fail to clear the

infection and become chronically infected.

Most patients with chronic HCV infec-

tion are asymptomatic and an incidental

laboratory finding of a mild elevation of

ALT may provide the only clue to diag-

nosis. Some form of chronic liver disease

develops in 70% but it may often be in

the form ofmild fibrosis observed on liver

biopsy. Cirrhosis develops in 20% ofthose

with chronic infection, usually over 20-

30 years. HCV-related cirrhosis has an

annual risk of hepatocellular carcinoma

as high as 4% and frequently presents as

worsening ofprevious signs ofchronic liver

disease. The present understanding ofthe

natural history ofHCV infection is that

only 1 5% will acutely clear virus and the

majority will remain chronically infected

for years.
3 Of this latter group, 15-20%

will progress to end-stage liver disease (cir-

rhosis or hepatocellular carcinoma) which

is ultimately fatal. Death with, rather than

from, chronic HCV infection occurs in

the remainder. 8

Occupational Transmission
Occupational transmission of

HCV occurs almost exclusively after a

percutaneous exposure to blood, such

as a needlestick or laceration/’ The risk

for HCV seroconversion after such an

exposure is 1.8%, well below the high

risk for hepatitis B transmission (20%)

and somewhat above the low risk for

HIV (0.03%) by the same route. The

risk for transmission following mucous

membrane or non-intact skin exposures

to blood is unknown; however, blood

splashed onto the conjunctivae has re-

sulted in HCV transmission. Simulta-

neous transmission of HIV and HCV
from a single blood exposure has oc-

curred. Specific factors influencing HCV
transmission from blood exposures, such

as the HCV titer, have not been well de-

lineated.
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Interventions to interrupt

TRANSMISSION VS. EARLY TREAT-

MENT
Immune serum globulin (ISG) given

as immediate post-exposure prophylaxis

(PEP) has proven ineffective in preventing

establishment ofhepatitisC infection.
4

It is

worth noting that ISG produced today has

no antibody to ffCV since all donors are

now screened, making its administration as

PEP both pointless and wasteful.

Several case reports suggested that the

use of interferon as PEP was beneficial.

Theoretically, interferon might be expected

to be more effective in treating an estab-

lished, rather an incubating, infection, and

this seems to be borne out in a recent meta-

analysis.
10 Currendy there are no formal

recommendations for prophylaxis follow-

ing percutaneous exposures to HCV.4

Based on the low rate ofseroconversion after

exposure and the lack ofinterventions with

demonstrable efficacy, the current strategy

is to follow exposed health care workers for

the detection ofHCV RNA or antibody.

Infected persons should be referred for con-

sideration of treating early infection. Un-

resolved issues with this approach include

the problems ofboth false positive and false

negative results for both antibody and viral

RNA detection, the lack ofa prospectively

validated evaluation protocol and the cost.
0

Treatment of Acute Infection

Because most acute infections with

HCV are asymptomatic, there is very little

dataonwhich to base decisions regarding treat-

ment in the acute setting.
11

Meta-analyses of

trials of interferon largely used to treat acute

transfusion-relatedHCV infection suggested

that such treatment led to higher rates of re-

solved infection as assessed by normalization

ofserum transaminases and clearanceofHCV
RNA 1

2

Whether this viral clearance persists

long-term is not known. The role of oral

ribavirin added to parenteral interferon in

treating acute infection is not known. Inter-

feron as therapy for hepatitis C is currendy

FDA-approved only for treatment ofchronic

infection. Current recommendationson post-

exposure HCV management point out that

acutely infected persons should be referred to

specialists who can review the benefits, risks

and adverse effects of antiviral therapy with

the health care worker.

The chronically infected health care

worker

Transmission of HCV from a

chronically infected health care worker

to patients appears to be extremely low.

An instance of limited transmission of

HCV from a surgeon performing

cardiothoracic surgery has been noted

outside the United States.
4 Unpublished

investigations of other instances of ap-

parent provider to patient transmission

strongly implicated shared equipment

from injection drug use by the medical

provider. Currently in the United States,

no restrictions are recommended for

chronically HCV-infected health care

workers. They should, like all health care

workers, pay strict attention to aseptic

technique and standard precautions.

An estimated 3.9 million

Americans are infected

with HCV but this is

probably a substantial

underestimate.

Concluding Remarks
Development ofan effective vaccine

is not likely to occur for many years. An
increasingly larger pool of chronically

infected persons is being identified as test-

ing becomes more widespread. Thus

hepatitis C will continue to pose a risk

to health care workers exposed to the

blood of HCV-infected patients. No
post-exposure prophylactic regimen has

been identified which consistently pre-

vents establishment of acute or chronic

infection. Close follow-up for 6 months

after exposure for early detection of in-

fection is currently recommended. In-

terferon given at the onset of HCV
viremia may prevent establishment of

chronic infection but is not currently

FDA-approved for this use. Primary pre-

vention strategies are the focus of cur-

rent educational efforts regarding HCV
transmission in the healthcare setting.
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Occupational HIV Exposure

Maria D. Mileno, MD

H ealthcare workers are a small but

important group at risk for hu-

man immunodeficiency virus infection

(HIV) as a result of occupational ex-

posure. In the United States, where

8% of the labor force is employed in

the healthcare setting, approximately

2 million individuals are at risk for

bloodborne exposures.
1 Other groups

such as police, firefighters, public safety

workers, dentists, dental hygienists and

morticians are also recognized as hav-

ing exposure to blood during the course

of their work. An important element

of workplace safety is an adequate un-

derstanding of what circumstances

constitute an exposure in which HIV
could be transmitted and what steps

to take in post-exposure management.

This report answers the most common
questions, often asked under pressure,

about the occupational risk of acquir-

ing HIV infection.

An upset healthcare worker has sus-

tained a needlestick injury and fear-

fully asks about occupational exposure

to HIV. What do I tell them?

You should focus on the basic mes-

sage which has 4 main points:

(1)

Not to panic; the risk for HIV
transmission is very low.

(2)

They need expeditious and expert

evaluation of the exposure to ac-

curately assess the risk, if any, for

HIV transmission.

(3)

For some exposures, antiretroviral

drugs would be considered or rec-

ommended.

(4)

They need medical follow-up for

6 months.

Isn’t HIV infection rare in Rhode Is-

land?

Since 1995 there were between 78

and 179 newly reported AIDS cases

each year in Rhode Island residents.
2

These cases represent the “tip of the ice-

berg” because only AIDS, but not HIV

infection without AIDS, is reportable.

Surveillance data indicate that persons

of both sexes and all age, racial and

ethnic groups have HIV infection in

this state. The magnitude of HIV in-

fection in Rhode Island is certainly

dwarfed by that in parts of Africa

where 25% of the population is HIV-

infected; however, it is by no means

“rare” for health care or public safety

workers to encounter HIV-infected

persons in Rhode Island.

How easily is HIV transmitted in an

occupational setting?

The risk of HIV infection after a

percutaneous exposure to human
blood and body fluids is estimated to

be 0.3%. This risk depends on several

factors.
3 The risk is estimated to be

highest in cases where the exposure

involves a deep parenteral injury with

a hollow bore instrument, or in which

the source patient has either advanced

AIDS or the acute retroviral syndrome,

conditions in which the concentration

ofHIV in blood is very high. The risk

from a mucous membrane exposure,

such as a blood splash in the eye, is

0.09%. Exposure of non-intact skin

to HIV-infected blood has resulted in

transmission; the risk for transmission

by this route is estimated to be less than

that for mucous membrane exposure.

Exposures to non-bloody body fluids

of HIV-infected individuals, such as

urine, tears or feces carry little to no

risk.

How many health care workers have

acquired HIV infection occupation-

ally?

Nationally 55 persons are con-

firmed as having seroconverted to HIV
after occupational exposure as ofJune

30, 1999. 4 Twenty-five of these indi-

viduals have progressed to AIDS. The

occupations included 23 nurses, 6 phy-

sicians, and 19 laboratory workers.

Percutaneous injuries accounted for

85% of the exposures. Events leading

Abbreviations Used:

HIV human immunodeficiency

virus

PEP postexposure prophylaxis

USPHS United States Public Health

Service

to the exposure included 18 unsafe

sharps disposals, 4 needle-recapping

and 5 episodes of unexpected patient

movement during a procedure.

What are the symptoms of acute HIV
infection?

The symptoms of acute HIV in-

fection will generally appear within six

weeks after an exposure to HIV. They

include fever, sore throat, nausea, head-

ache and lymphadenopathy. Persons

with possible blood or body fluid ex-

posure to HIV should be advised to

seek medical evaluation if these symp-

toms develop. They should not assume

the worst as these symptoms are quite

similar to those in other common viral

infections such as with mononucleosis

due to Ebstein-Barr virus.

What data support the use of antivi-

ral agents for HIV exposure?

The rationale for postexposure

prophylaxis (PEP) is derived from ani-

mal studies and from the finding that

vertical (mother to infant) transmission

can be dramatically reduced by drug

administration around childbirth.

Limited information on primary HIV
infection suggests that use of

antiretroviral drugs soon after exposure

may theoretically prevent or inhibit

systemic infection by limiting the rapid

proliferation which otherwise ensues in

the initial target cells or lymph nodes

of untreated individuals.
1

Does post-exposure prophylaxis pre-

vent transmission of HIV?

In a retrospective, case-control

study of33 seroconverters and 739 ex-

posed but uninfected controls, an 8 1%
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Figure

1.

Determining

the

need

for

HIV

postexposure

prophylaxis

(PEP)

after

an

occupational

exposure.

From

Centers

for

Disease

Control

and

Prevention.

Public

health

service

guidelines

for

the

management

of

health-care

worker

exposures

to

HIV

and

recommendations

for

postexposure

prophylaxis.

MMWR

1998;47(RR-7):

1-33.



decrease in the risk ofHIV transmission

was noted for occupationally exposed

healthcare workers who began therapy

with zidovudine within 72 hours of the

exposure. 3 These data largely reflect the

use ofzidovudine alone soon after or dur-

ing exposure. The current recommen-

dations,
5 though empiric, add additional

drugs to zidovudine based on the en-

hanced antiretroviral activity ofthe com-

bination.

There are reports of failure ofPEP

in 19 persons. These appear to be due

to various aspects including character-

istics of the HIV strain (drug resistance,

cytologic phenotype), the exposure

(high viral inoculum, delayed initia-

tion of PEP) and host factors.

What interventions are available to

interrupt transmission? When should

they be started?

Initiation of PEP as soon as pos-

sible after the exposure is the goal; in

practical terms, within a few hours. The

current United States Public Health Ser-

vice (USPHS) guidelines 5 break the

evaluation into 3 steps: first, assess the

type of exposure, and second, assess the

likelihood that the source patient has

HIV infection. The third step is to com-

bine this information into a decision on

whether the worker has a high, inter-

mediate, low or no risk to determine the

plan for PEP (Figure 1).

Highest risk exposures are percu-

taneous exposures to a concentrated

HIV solution in a research setting, a

large volume of blood such as that

which can enter a hollow needle, or

blood from persons with a high plasma

viral load of HIV. These warrant use

of a 3 drug regimen (AZT, 3TC and

either indinivir or nelfmivir) to inter-

rupt viral replication and viral assem-

bly by several mechanisms of action.

PEP is continued for 4 weeks.

For intermediate risks, such as

HIV-infected blood spilled on skin

which has compromised integrity, a

large volume injection of blood from a

patient whose HIV status is not

known, mucous membrane exposure

to blood or blood tinged fluid, PEP

should be considered, and a well toler-

ated two drug regimen of AZT and

3TC can be offered. For low risk sce-

narios, PEP can be offered on a case

by case basis depending upon the anxi-

ety of the exposed individual. If there

is clearly no risk, such as a splash from

a spilled urinal from a person infected

with HIV, PEP is not indicated.

Human bites are difficult to cat-

egorize with regard to the risk of HIV
transmission and there are no formal

recommendations on this type of ex-

posure. The presence of blood,

whether the skin was broken or a mu-

cous membrane was exposed to blood

would need to be considered for any

recommendation of PEP.

What about follow-up?

Patients should have baseline and

follow-up HIV testing at 6 weeks, 3

months and 6 months. For those tak-

ing PEP drugs, appropriate monitoring

for drug-related side effects should be

in place.
5 During this time, many per-

sons experience considerable emotional

turmoil and referral to the Employee

Health Office or designated exposure

management specialist can help patients

cope adequately with the stress.

What else do I tell a person possibly

exposed to HIV?

During this time, the exposed per-

son should take precautions to avoid

possible secondary transmission (ab-

stain from sex or use a condom, refrain

from open mouth kissing, avoid shar-

ing shaving instruments, refrain from

donating blood, organs, or other tis-

sues, and avoid breast feeding or be-

coming pregnant). 56

What if the exposed person is preg-

nant?

There is little information on the

safety ofthe antiviral drugs during preg-

nancy. Zidovudine use after 14 weeks

gestation has not been found to have

adverse effects; none of the other drugs

have been studied. These medications

should be used in pregnancy only if the

potential benefits outweigh the risks.

What about medical students on elec-

tives or physicians and health work-

ers involved in medical relief efforts

overseas?

The prevalence of HIV infection

in many developing countries is higher

than that in the United States. Medi-

cal students tend not to think of them-

selves as high risk individuals, and

many are unaware of the high HIV
endemnicity of the areas they visit.

7,8

Potential risks to medical students over-

seas include injury from a sharp instru-

ment, mucous membrane exposure,

exposure to blood or body fluid fol-

lowing an accident on the road, sexual

exposure, 9 and exposure during medi-

cal care involving injections or blood

transfusions.

Prior to departure medical stu-

dents must become familiar with the

steps involved in recognition and man-

agement of bloodborne pathogen ex-

posure, specifically including HIV.

Students should travel with a five-day

supply of a three drug regimen

(zidovudine, lamivudine, and

nelfinavir) sealed in a security wrap. If

the packet is not used, it can be recycled

for the next student on rotation. If a

significant exposure to blood or body

fluids occurs, the student should be-

gin the three-drug regimen immedi-

ately and return to their medical college

for evaluation and possible continued

prophylaxis. As much medical history

as possible should be obtained on the

source patient to assess the risk ofHIV
infection. A sample of the patient’s

blood blotted onto filter paper can also

be brought back for HIV testing.

What are the limitations of the rec-

ommendations for PEP for HIV?

Not every clinical scenario fits

neatly into the algorithm for exposure

evaluation. For some exposures, e.g.

human bites, no data are available on

which to base a formal recommenda-

tion. Data on efficacy is available only

for zidovudine. The addition of other

drugs to the regimen is largely empiric

and the increasing incidence of new

HIV infections with drug-resistant

strains is expected to alter future rec-

ommendations.

Use of antiretroviral drugs as in PEP is

not an FDA-approved medication;

USPHS has issued guidelines on their

use in this situation.
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Non-Occupational Postexposure HIV Prophylaxis:

Clinical Issues and Public Health Questions

Kenneth H. Mayer; MD, Jeffrey Kwong, MS, MPH, RNP, Roberta Singal, MPH, Stephen Boswell, MD

I
n the years subsequent to the intro-

duction of USPHS guidelines de-

signed to decrease the risk of HIV ac-

quisition in occupational settings, HIV
care providers, public health officials

and concerned members of diverse at-

risk community groups raised the ques-

tion of whether similar guidelines

should be used for the management of

non-occupational exposures to HIV. 1

Advocates of the use of nonoccupa-

tional post-exposure prophylaxis argue

that the level of risk after sexual and

injection drug contacts is comparable

to that for health care workers who are

occupationally exposed. Given that a

major public health goal is to limit

HIV acquisition among all at risk in-

dividuals, then the most appropriate

management strategy would be to of-

fer PEP to individuals with a high risk,

nonoccupational exposure.

Many pertinent questions have

been posed regarding the use of

antiretroviral drugs in the nonoccupa-

tional setting. Perhaps the availability

of such PEP would impair the effec-

tiveness of public health programs de-

Abbreviations Used:

HIV human immunodeficiency

virus

PEP post-exposure prophylaxis

USPHS United States Public Health

service

signed to decrease HIV risk taking

in diverse communities, e.g. among
men who have sex with men and in-

jection drug users. Data on the op-

timal use and efficacy of this

prophylactic strategy are limited,

and the mainstay of HIV preven-

tion continues to be the promotion

of safer sexual practices, sterile needle

use, programs to decrease substance

abuse, and general HIV risk reduction

strategies. The actual experience with

nonoccupational PEP has been limited

to date, but will be summarized below.

Clinical Experience with
Nonoccupational PEP

Given the limited data on efficacy,

the USPHS has stated that it could not

recommend for or against the use of

antiretroviral agents after a nonoccu-

pational acute HIV exposure.
2 At re-

cent U.S. and international conferences

on HIV prevention, several groups

summarized their clinical experiences

offering nonoccupational PEP in a sys-

tematic manner. The recipients ofnon-

occupational PEP have been survivors

of sexual assault, those with volitional

sexual exposure, or persons with

needle-sharing contact. The duration

of therapy and the types ofmedications

utilized have varied from site to site.

The largest clinical series to date

has been reported by the San Francisco

Department of Public Health in con-

junction with the University of Cali-

fornia at San Francisco. 3 A social

marketing campaign targeted primarily

at men who had sex with men was de-

veloped in the greater Bay area. Over

the first year, almost 500 individuals

called a hotline which had been widely

advertised. The exposures for which

PEP was sought included unprotected

receptive or insertive anal or vaginal in-

tercourse; mucosal exposure to semen,

cervicovaginal secretions or menstrual
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blood, or sharing needles. Over 90%
had been sexually exposed to HIV, and

the vast majority were men who had

sex with men. One fifth reported

nonconsensual sexual exposure. Partici-

pants in the program were assessed for

their willingness to adhere to a one

month drug regimen, and to partici-

pate in a focused, risk reduction coun-

seling program. The standard therapy

was AZT and 3TC; approximately 3%
also received a protease inhibitor, be-

cause of the source being known to

have advanced HIV infection, a high

viral load, or having had prior

antiretroviral treatment. Almost 90%
of patients completed a full 4-week

course of antiviral medications.

Despite the triage to risk reduc-

tion counseling programs, several par-

ticipants presented for more than one

course of nonoccupational PEP. Al-

though no acute HIV infections were

recorded within 6 months after the in-

stitution ofnonoccupational PEP, 5 in-

dividuals subsequently became
HIV-infected because of continued

risk-taking behavior. The San Fran-

cisco experience indicates that a sub-

group of individuals will engage in

ongoing risks despite accessibility to

nonoccupational PEP. Public health

officials, as well as clinical care provid-

ers, need to think about creative ways

to maximize the impact of the “edu-

cable moment” in order to reinforce the

anxiety that individuals have after a

high risk exposure, if they present for

nonoccupational PEP.

In Boston, the Fenway Commu-
nity Health Center began a system 2

years ago in which a nurse was avail-

able on call, 24 hours a day, to respond

to questions related to nonoccupa-

tional PEP. To date, more than 100

individuals have contacted the nurse-

clinician and almost 90% have received

antiretroviral therapy after describing

a significant high risk exposure. 4 The
criteria for receiving nonoccupational

PEP were similar to those in the San

Francisco experience. The majority

were men who had sex with men, but

almost 10% (primarily women) were

survivors of sexual assault. In most

cases of sexual exposure, participants

reported using alcohol,

metamphetamine, or other drugs at the

time. Most participants received a 3-

drug regimen (2 nucleoside analogs

plus a protease inhibitor) and almost

three quarters reported completing the

full course of therapy. Drug-related

side effects were the main reason for

premature discontinuation, particu-

larly diarrhea and malaise. Among
patients receiving nonoccupational

PEP at Fenway, none have become in-

fected with HIV. Despite referral to

trained prevention counselors and

other mental health services, 8 indi-

viduals have presented for more than

one course of prophylaxis.

Similar programs in other loca-

tions are examining whether to de-

crease the length of antiretroviral

therapy to as short as one week (Uni-

versity of Southern California pro-

gram). Other groups, such as one

private clinic in New York City, are

considering the utilization of the non-

nucleoside reverse transcriptase agent,

nevirapine, for nonoccupational PEP,

given its recently demonstrated efficacy

in preventing perinatal transmission

when given as two single doses, one to

the mother during labor and one to the

infant after birth. 3 Future informa-

tion regarding nonoccupational PEP
regimens will have to be derived from

the clinical experiences of centers with

the largest experience in this practice.

Even within a state there is sub-

stantial diversity to the provision of

nonoccupational PEP, at least in part

based upon the HIV/AIDS experience

of providers at specific sites. A survey

of 89 Massachusetts facilities found

that in 1998, more than 1,000 patients

made requests for nonoccupational

PEP in 63 different institutions.
6 Only

15% of patients actually received non-

occupational PEP, and most of these

were survivors of sexual assault. Most

institutions had formal protocols for

occupational PEP but not for nonoc-

cupational PEP.

Lessons from Occupational
PEP

The key principles of a nonoccu-

pational PEP program are based on the

USPHS Guidelines for occupational

PEP. The decision to initiate the use

of prophylactic antiretroviral drugs and

the specific regimen should be based

on knowledge related to the relative risk

of transmission, the HIV status of the

source, and should integrate informa-

tion related to the willingness and abil-

ity of the exposed person to complete

a full regimen. It should also take into

account whether the exposure risk is

ongoing (e.g. continued drug use).

Other factors that need to be consid-

ered are presentation within 72 hours

of exposure, the willingness of the in-

dividual to engage in risk reduction

counseling, and the likelihood of ad-

herence to an antiretroviral regimen.

Whether to start with two or three

drugs is mainly based on the estimated

risk of the exposure for transmission

of HIV infection. The risk for HIV
infection following occupational per-

cutaneous exposure is 1 in 300. 8 By

comparison, the estimates derived for

sexual exposures on a per contact basis

are shown in Table 1 . The San Fran-

cisco program recommends a 2-drug

regimen for those anal or vaginal ex-

posures of approximately equivalent

risk to that for a percutaneous expo-

sure, e.g. receptive vaginal intercourse.

A 3-drug regimen is recommended for

higher risk exposures such as receptive

anal intercourse or needle sharing with

Table 1. Estimates of Risk of HIV Transmission

Exposure Risk per episode Comments

Needle sharing

Percutaneous occupational

exposure

0.6% to 3.0%

0.3% to 0.4%

Expert estimates

Receptive anal intercourse

Receptive vaginal intercourse

Insertive anal intercourse

Insertive vaginal intercourse

0.1% to 3.0%

0.8% to 0.2%
0.03%

0.03% to 0.09%

Risks can increase with

STDs, higher viral load

of source, mucosal trauma,

viral subtype

Receptive fellatio with ejaculation Unknown Isolated reports of sero-

conversion

From Hirschhom L, Kunches L, Mayer K. Non-occupational postexposure prophylaxis:

Evolving clinical practice. AIDS Clinical Care 2000;12:601-2.
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an HIV-infected person. 1

The use of antiretroviral drugs for

nonoccupational PEP is not FDA-ap-

proved, and clinicians should consider

obtaining informed consent. High risk

exposures to HIV may also entail ex-

posure to other pathogens and clini-

cians should consider the need for

vaccinations, such as for hepatitis A and

B and testing for other bloodborne or

sexually transmitted diseases.
9 Preg-

nancy testing should be considered, as

the use of emergency contraception

may be indicated for female survivors

of sexual assault. If at all possible, the

HIV serostatus (serum antibody) of the

source of the potential exposure to HIV
should be ascertained; if negative, the

antiretroviral therapy can be immedi-

ately terminated. Testing of semen, if

still present in the vagina or anus, for

HIV antibody and/or viral sequences,

can now be technically accomplished.

Presently such testing is not routinely

available and should only be done in

the context of a forensic investigation.

Even then, interpretation of the results

is a complex endeavor with both medi-

cal and legal implications and should

only be undertaken by those with pro-

fessional expertise in the subject areas.

The most important aspect of the

encounter with a patient requesting

nonoccupational PEP should be coun-

seling and triage to community-based

community risk reduction services. All

other forms of follow-up are the same

as those for occupational PEP. These

include making the patient aware of the

symptoms of acute HIV infection and

the need for immediate clinical evalu-

ation in that setting, and laboratory

testing to monitor for drug toxicity

and follow-up HIV serologies.

Risks and Costs of Nonoccu-
pational PEP

A concern by public health offi-

cials is whether the availability of non-

occupational PEP may lead to

increased HIV risk-taking behaviors,

because of a false sense of security pro-

vided by this “chemical condom.”

Recent outbreaks of gonorrhea and

syphilis have been reported among men
who have sex with men in San Fran-

cisco, Los Angeles, New York and now

Boston, suggesting a failure ofcommu-

nity norms around safer sexual prac-

tices. On the other hand, providers

who have prescribed nonoccupational

PEP in San Francisco, Boston and

other locations have noted the willing-

ness of some individuals who “dodged

the bullet” to undergo ongoing risk

reduction counseling. The net effect

of the availability of nonoccupational

PEP in relation to HIV spread remains

to be determined.

The use ofantiretroviral

drugsfor nonoccupational

PEP is notFDA-

approved, and clinicians

should consider obtaining

informed consent.

Another concern is the intermit-

tent use of antiretroviral drugs by

uninfected people and its potential

contribution to antiretroviral resis-

tance. In one scenario, an individual

exposed to a partner taking combina-

tion antiretroviral therapy could result

in the transmission of resistant virus if

the PEP regimen is ineffective against

the source’s resistant virus. The per-

son who failed PEP could be infected

with an HIV isolate which has evolved

multiple drug resistance further com-

plicating their treatment. Another con-

cern is that if an individual

unknowingly became HIV-infected

and used antiretroviral drugs intermit-

tently for nonoccupational PEP in the

mistaken belief that they afforded pro-

tection against HIV transmission, this

individual would be more likely to de-

velop multiresistant virus over time

The last concern regarding PEP is

the question of who should pay for

these medications. Because of the lack

of definitive clinical trial data, these

medications are not approved for non-

occupational PEP and some third party

payers may not cover the cost. The es-

timated cost of a 28-day course of dual

nucleoside therapy is approximately

$500; this is doubled with the addi-

tion ofa third drug. Appropriate labo-

ratory monitoring adds another $500.

In some jurisdictions, structured pub-

lic health programs have borne at least

the drug costs because of the potential

benefit for near-term prevention of

HIV infection and long term reduc-

tion of HIV risk taking behaviors.

Other public health officials view the

significant cost per individual for non-

occupational PEP, the relatively low

risk of HIV transmission in untreated

individuals, and the lack of definitive

efficacy data as compelling reasons not

to support the cost of such programs.

In many settings, the costs are paid by

the individual patient.

Future of Nonoccupational
PEP

The Centers for Disease Control

has established a national surveillance

system, the HIV Nonoccupational

PEP Registry, whose goal is to provide

a simple system for providers to con-

tribute anonymous data on reported

exposures and rates of new infections,

in patients who receive prophylaxis

compared to those who do not. The

Registry is tracking drug regimens,

duration, toxicities, rates ofadherence,

and other health consequences of non-

occupational PEP in diverse commu-
nities. Interested providers can provide

information for the PEP Registry by

logging on to the Web at

www.hivpepregistry.org, or by calling

1-877-HIV1PEP (1-877-488-1737).

The CDC provides a $10 stipend for

each baseline or follow-up report.

The CDC is also supporting other

kinds of surveillance activities, includ-

ing a 6-site surveillance network in

Massachusetts, tracking the utilization

of nonoccupational PEP in diverse lo-

cations.

HIV transmission continues to be

a major public health problem, as ad-

vances in antiretroviral therapy extend

people’s lives, but do not eradicate the

virus. Many strategies have to be de-

veloped to curtail the epidemic, includ-

ing more focused and

culturally-specific risk reduction pro-

grams, and the development of safe and

effective vaccines and topical

microbicides. While the use of

antiretroviral drugs to prevent HIV
transmission is supported by animal

and epidemiological data, the public

health effectiveness of this intervention

needs to be monitored on an ongoing

basis in order to compare its relative

utility to that of other prevention in-

terventions.
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Accidental Blood Exposures: A Frontline Perspective

I
t is mid-morning and the phone rings

in the Employee Health Office

(EHO). A clinical nurse manager calls

that a nursing assistant has had an ac-

cidental needlestick. Shortly thereaf-

ter this frightened health care worker

enters the office, setting our

postexposure evaluation process in

motion. On paper the description of

an exposure evaluation looks technical

and bureaucratic; in reality it is often a

tense and dramatic interaction.

As an Employee Health Nurse and

certified HIV Counselor, I have devel-

oped a frontline perspective from my
experience evaluating health care work-

ers who have sustained accidental

blood and body fluid exposures. Con-

cerns about hepatitis B transmission

have gradually receded due to wide-

spread vaccination of HCWs. Most

vaccinated individuals consider them-

selves protected and regard manage-

ment of this part of an exposure as a

small annoyance in the need for a

Jane Ellen Cassidy, RN, COHN-S

booster dose of hepatitis B vaccine.

Views on hepatitis C risk from a blood

exposure are mixed but muted, mainly

because of the perception that most

of the disease from hepatitis C is a-

symptomatic. Far and away the most

dominant concern in the interaction

centers around the potential for trans-

mission of HIV.

The range of emotions felt by a

HCW following an occupational ex-

posure runs the gamut from terror and

panic to anger and denial. The Coun-

selor must recognize these emotions

and respond in a manner that helps the

HCW constructively deal with them

while at the same time accomplishing

the necessary medical evaluation and

interventions.

The frank terror of an exposed

HCW can hamper successful counsel-

ing. One simply cannot ignore this and

proceed to explain the intellectual facts

of the risk factors from this particular

exposure for transmission of

Abbreviations Used:

EHO Employee Health Office

HCW health care worker

bloodborne viruses. It is often best to

“grab the bull by the horns” and get

the HCW to admit fear as this step

enables him/her to regain composure.

Self control is virtually a prerequisite

to the difficult process of fully in-

formed consent. The HCW’s concerns

and anxiety cannot be fully allayed in

one interaction and reassuring the

employee of my continued availability

just to talk things over has been enor-

mously helpful. I also make the spe-

cific point that I will promptly provide

all laboratory results with a detailed ex-

planation and that all such results are

held as confidential information in the

EHO.
Panic in the face of an exposure

can result in great difficulty in secur-

ing correct and complete details of the
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incident. The HCW needs to be seen

in a quiet and private location to en-

sure uninterrupted counseling, realis-

tic discussion and compassionate

reassurance. Attention to this detail

alone often helps to decrease the level

of anxiety. While the information pro-

vided by a highly competent counse-

lor must be scientifically accurate and

contain current facts and recommen-

dations, it must be presented with con-

cern and compassion. There is clearly

a limit to how much information an

individual can absorb in an acute situ-

ation and provision of both written

material and formal opportunities for

follow-up discussion should be part of

the exposure evaluation plan.

On occasion a HCW may not re-

port a significant blood or body fluid

exposure. Such denial can completely

jeopardize the care and well being of

any employee. Sometimes the notifi-

cation of the incident to the appropri-

ate counselor occurs long after the time

period for effect postexposure interven-

tions has elapsed. Perhaps a co-worker

or supervisor alerts the EHO and a

great deal of effort is then undertaken

by the counselor who now must work

the exposure evaluation process

through in a reverse manner. Surpris-

ingly, the individuals in denial span the

range from unskilled laborer to highly

educated professionals, including phy-

sicians.

Substantial efforts continue to be

underway in most hospitals to remove

ignorance as an explanation for why

some bloodborne pathogen exposures

are never reported. At Memorial Hos-

pital, we have an ongoing education

program in which all hospital staff re-

ceive annual training about standard

precautions, the bloodborne pathogen

standard, and the appropriate actions

to be taken should an exposure occur.

This has included using educational

materials translated into other lan-

guages. Each employee must satisfac-

torily complete the subsequent exam.

Anger rages in HCWs when they

have sustained an exposure due to

someone else’s carelessness. Sharps left

at the bedside, on procedure trays, in-

appropriate disposal in trash or linen,

and overfilled sharps containers have

been among the causes. These HCWs
may have difficulty getting beyond

their anger and their focus on finding

who is to blame. Before attempting to

complete the exposure evaluation, I

must first work with the HCW to de-

fuse this anger. This is often quite dif-

ficult as it entails making them stop

looking for missing pieces of informa-

tion and getting them to focus their

attention on dealing with the evalua-

tion and interventions, as appropriate

to the particular exposure.

Thefrank terror ofan

exposedHCWcan

hamper successful

counseling.

An exposure counselor must be

prepared to deal with the possibility

that a HCW could have a positive HIV
serology, either at baseline (indicating

prior infection) or on follow-up test-

ing (indicating occupational transmis-

sion). Discussions of these possibilities

in the initial interview greatly impact

the interaction with the HCW. The

HCW must be educated to appreciate

the advances in medical treatment to-

day for HIV-positive patients. Dem-

onstration that an adequate plan of

action has been developed and antici-

pation of questions concerning qual-

ity of life, ability to work, available

health care and risk to others can

greatly assist the HCW in gaining emo-

tional mastery over this aspect of an

exposure evaluation. In addition, hav-

ing a well thought-out plan in advance

for dealing with occupational HIV
transmission benefits the exposure

counselor as well by providing a pro-

fessional roadmap to ensure that the

best possible medical care and legal

protections are afforded the HCW.

214

Summary
The emotional impact of a blood

or body fluid exposure on a HCW is

substantial and can affect the HCWs
emotional outlook, both personally

and professionally. Qualified counse-

lors must be adept at recognizing a va-

riety ofemotional responses and should

be prepared to individualize their in-

teractions with HCWs in order to get

them to direct their immediate atten-

tion on the details of the post-expo-

sure evaluation. Effective counseling

and compassionate support go hand in

hand with vaccines and medications to

help HCWs following these frequently

traumatic incidents.
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Sample Cases of Exposure

Michael G. Tauber, JD, and Brent R. Canning, JD

A nurse inyour office is drawing bloodfor routine tests

on John Doe, a new patient. Unfortunately, after drawing

the blood, the nursepricks herfinger with the needle. You are

aware that the Occupational Safety and Health

Administrations (OSHA) Bloodbome Pathogens Standard

requires thatyou providefor a post-exposure medical evalua-

tion ofyour nurse. But what ifJohn Doe refuses to consent to

having his blood tested? Canyou test his blood without con-

sent? Can you disclose the results to your nurse? Can you

disclose the results to the health care provider providing the

post-exposure evaluation toyour nurse

?

As an employer, every physician is obligated by the federal

OSHA regulations to document the identity of the source indi-

vidual, if known (John Doe, in this case), unless the physician

can establish that identification is not feasible or is prohibited

by state law. OSHA regulations also require that, after consent

is obtained, the source individual’s blood be tested, as soon as

possible, to determine whether the source individual is infected

by the human immunodeficiency virus (HIV) or the hepatitis

B virus (HBV). Finally, the regulations require that the results

of this testing be provided to the exposed employee and to the

health care professional evaluating the employee. This is what

the federal regulations require. But what is the impact ofRhode

Island law on the situation?

At the outset, in the context of a physicians office, the ac-

tual identityofthe source individual will almost always be known.

Under Rhode Island law, ofcourse, consent is generally required

to draw blood for testing, and to disclose the test results. There

are, however, exceptions for HIV testing if a physicians em-

ployee is exposed to blood or other bodily fluids. Rhode Island

law permits testing and appropriate disclosure ofthe test results,

without consent, when there has been a significant percutaneous

or mucous membrane exposure to blood or bodily fluids of a

type and in sufficient concentration to permit the transmission

of HIV. In order for the testing to be permitted the exposed

employee must document the time, place, and nature of the

exposure. The employee must then document, within forty-

eight hours of the exposure, the names of: 1) the people ex-

posed; 2) the source individual (s); and 3) any witnesses to the

exposure. Finally, the exposed employee must submit to a

baseline HIV test that yields a negative result.

Alternatively, a blood sample that has already been drawn

may be tested for HIV, even ifconsent is refused, if a health care

provider in a private physician’s office is determined by a so-

called exposure evaluation group to have had significant expo-

sure to the blood or bodily fluids of a patient, and the exposed

person undergoes a baseline HIV test. [In the case of a private

physicians office, an exposure evaluation group consists ofthree

impartial physicians, who were not directly involved in the ex-

posure incident, who are designated to determine whether the

exposed employee was, in fact, involved in a significant expo-

sure incident.]

Unfortunately, there are no corresponding exceptions un-

der Rhode Is-

land law for

HBV testing.

Therefore, it

would, likely,

be contrary to

the letter ofthe law to disclose the results ofan HBV test without

the patient’s consent. As a practical matter, however, it is not

clear that a court or the regulatory authorities would find a vio-

lation in the limited circumstances ofa pre-existing blood sample

being tested and the results being disclosed only to the exposed

employee and to the health care provider responsible for the

employee’s post-exposure evaluation and treatment. In balanc-

ing the exposed individual’s need for the HBV test results against

the source individual’s privacy, a tribunal might very well deter-

mine that the need outweighed the minimal additional intru-

sion into the privacy ofthe source individual caused by the HBV
testing. The fact that the General Assembly has explicitly pro-

vided for the nonconsensual notification of other health care

providers (specifically, emergency medical technicians) who are

exposed to infectious diseases might also influence the tribunals

view.

From a liability point ofview, the least risky approach is to

obtain a court order for the HIV and HBV testing. This is more

expensive and time-consuming, but it does avoid the issue of the

source individual’s consent. Obtaining a court order is also the

only option if a pre-existing blood sample does not exist.

Thepolice bring aperson toyou whom they have arrested

for sexual assault. The victim has asked thepolice whether the

suspect is HTV+ and they have brought him to youfor testing.

The suspect refuses to consent to the blood test but the police

orderyou to perform it any way. What shouldyou do?

Whenever a patient is brought to a health care professional,

the health care providers primary duty is to the patient, not to

law enforcement officers. The interests of the patient should

control any treatment or testing decisions. Unless authorized by

a search warrant or court order, law enforcement officers may
only request, not insist, that a patient submit to a blood test.

Health care providers are under no obligation to draw blood

specimens simply at the request oflaw enforcement officers. The

performance ofblood tests should be dictated by the medical or

surgical needs of the patient, not the police.

A search warrant is a document that authorizes law enforce-

ment officers to search for and seize evidence. Search warrants

may be drafted to authorize the withdrawal of a blood sample.

Health care providers are not obligated to assist police in carry-

ing out a search warrant by drawing blood. Refusing to draw

blood is not an obstruction ofjustice.

Practically speaking, however, a health care provider who
draws a blood sample at the request of law enforcement officers

and pursuant to a search warrant, but against the wishes of the

patient, will most likely be protected from any claim of civil

Abbreviations Used:

HBV hepatitis B virus

HIV human immunodeficiency virus

OSHA Occupational Safety and Health

Administration
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liability brought by the patient, so long as

the sample was drawn in a competent and

reasonable manner. Nevertheless, if the pa-

tient refuses to consent, the safer practice is

to respect the patients wishes, document

the refusal, and advise the police of your

position.

Alternatively, law enforcement officers

may obtain a court order that specifically

directs a health care provider to draw a blood

sample. Unlike a search warrant, a court

order is directed to the health care professional, ordering com-

pliance with the courts instructions. A health care provider

should comply with such an order even if the pauent refuses

consent. A health care provider could be held in contempt for

failing to comply with a court order, which could mean a fine or

imprisonment. Again, the blood-drawing procedure must be

performed in a professionally competent manner.

As is often true with legal issues, however, it is important to

distinguish different factual circumstances. In this case, it is im-

portant to differentiate between situations in which the police

merely suspect that a person has committed a crime (regardless of

the strength or reasonableness ofthe suspicion) and those in which

a person has actually been convicted of a crime. Under Rhode

Island law, people actually convicted of certain crimes are to be

tested for HIV regardless ofwhether they consent. Among the

crimes that trigger this requirement are possession ofa hypoder-

mic needle associated with intravenous drug use, prostitution,

and sexual assault involving sexual penetration. Of course, it is

unlikely that any exposed person will want

to wait until a conviction is obtained for in-

formation about the HIV status ofthe source

individual. Moreover, it is unlikely that pri-

vate physicians will be called on to perform

testing on convicts. Thus, this exception will

likely have little practical application for most

physicians.

In the final analysis, though there are

exceptions for certain situations involving

HIV, as a general rule, blood testing or dis-

closure of the test results without an individuals consent cre-

ates some legal exposure for health care providers. Although

the risks may be minimal, they are risks nonetheless, and the

costs ofdefending a civil suit, in time, if not financial and emo-

tional expense, warrant caution.

Michael G. Tauber, JD, practices health care law at Hinckley

Allen & Snyder, LLP.

BrentR Canning,JD, isa litigator who regularly advises health

careproviders at Hinckley Allen & Snyder, LLP.
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Rhode Island s Syringe Exchange Program

(ENCORE)
'3d

F
rom 1 983 to 1 999, 749 ofthe 1 ,968

totalAIDS cases diagnosed in Rhode

Island (38%) identified injecting drug

use (IDU) as their primary risk factor for

the disease. This makes IDU the most

significant risk factor forAIDS in Rhode

Island residents, exceeding men who have

sex with men (MSM) and more than

doubling the number ofcases attributed

to heterosexual sex. Rhode Island s over-

all rate ofAIDS cases with a primary risk

factor of IDU has been substantially

higher than the national figure for many

years. (Figure 1)

In response to this escalating prob-

lem, Rhode Island initiated a compre-

hensive program that incorporates

education, needle exchange, counseling,

outreach, and referrals (ENCORE) for

injecting drug users in the state. Estab-

Abbreviations Used:

CDC Centers for Disease Control and

Prevention

ENCORE education, needle exchange,

counseling, outreach, and referrals

IDU injecting drug use

MSM men who have sex with men

E. Timothy Latta, MPH

fished in April 1995, EN-

CORE is a Rhode Island De-

partment ofHealth program

administered by the Office of

HIV & AIDS and coordi-

nated by AIDS Care Ocean

State. ENCORE was estab-

lished to reduce the syringe

sharing and other high-risk

behaviors that place injection drug users

and their sexual partners at risk of con-

tracting blood-borne diseases.

The ENCORE program is a “one-

for-one plus one” exchange; individuals

must have a syringe to exchange for a new

syringe. All enrollees are given a pre-en-

rollment interview for evaluation pur-

poses. At these interviews, information

on risk factors is collected. In order to

protect client confidentiality, each par-

ticipant is assigned a unique client code

during the initial enrollment.

While needle exchange programs

have traditionally encountered significant

opposition, strong support by the public

health and medical communities for these

programs has been well documented. Re-

search has shown that IDUs using syringes

obtained from needle exchange programs

have lower rates of HIV incidence com-

pared to IDUs using syringes obtained
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from the illicit market.' Studies have re-

peatedly shown that needle exchange pro-

grams do not encourage increased drug

use, and many even show decreases in in-

jection frequency.
2A mathematical model

constructed by researchers in New Haven,

CT, estimates that newHIV incidence can

be reduced by an estimated 33% in needle

exchange program clients.
3 A CDC-spon-

sored research team later suggested that

this may be an underestimate.
2

While the ENCORE program has

reached only a fraction of the estimated

10,000 injecting drug users in Rhode Is-

land, its effect has been significant. From

April 1995 through December 1999,

over 1 ,500 individuals were enrolled into

the ENCORE program. 78% ofthe cli-

ents were residents ofProvidence County,

from where 82% ofthe state sAIDS cases

were reported. At enrollment, 99% of

ENCORE clients indicated that they had

reused syringes while injecting drugs and

The ENCOREprogram

is a
u
one-for-oneplus

one” exchange;

individuals must have a

syringe to exchangefor a

new syringe.

48% had shared syringes with another

person. 21% of clients had shared sy-

ringes more than 10 times in the month

prior to enrollment in ENCORE. The

risk of disease transmission is extremely

high in this population, as clients inject

drugs an average of 71 times in the 30

days before enrollment.

In 1998, a follow-up analysis was

undertaken with ENCORE clients to

evaluate the effectiveness of the program

and its impact on the risk-taking behav-

iors. The follow-up involved 123 clients

who had remained in the program for at

least one month and completed a post-

enrollment questionnaire. The demo-

graphic and risk factors at enrollment

were highly representative of the general

ENCORE population at enrollment.

The follow-up analysis showed that

the number of ENCORE clients reus-

ing needles 30+ times decreased by 50%
after enrolling in ENCORE. The fre-

quency ofsyringe sharing overall fell from

53% of clients to 30%. (Figure 2) Cli-

ents with the highest frequency of injec-

tions (90+ times a month) and therefore

those at highest risk, decreased their in-

jection frequency by 19% after enroll-

ment in ENCORE.
The reduction ofat-risk behaviors in

ENCORE clients was not limited to in-

jecting chug use behavior only. Enrollees

completing the follow-up were more likely

to use condoms with their sexual partners,

to utilize alcohol swabs to clean the injec-

tion site, and to enroll in drug rehabilita-

tion or counseling programs. (Figure 3)

It must be noted, however, that this fol-

low-up analysis was cross-sectional, and

therefore these findings cannot be pro-

jected as sustained behaviors beyond the

time of the follow-up survey.

Over five years, the ENCORE pro-

gram has implemented a harm-reduction

model in a population at high risk for

HIV, hepatitis B and C and other

bloodborne infections. Staffed almost

entirely by volunteers, the ENCORE
program has reached a population once

thought unreachable. With the imple-

mentation ofnew legislation curbing the

penalties for syringe possession and the

continued expansion of the ENCORE
program, it is hoped that fewer residents

ofRhode Island will be contracting HIV
and other diseases from infected syringes.
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Blood-borne Pathogens, the Physician and the Board

of Medical Licensure and Discipline

In 1 99 1 a cluster ofsix patients were

reported who had acquired HIV infec-

tion within the practice ofa Florida den-

tist who was himself HIV-infected.

Poignant testimony by one of these pa-

tients, a young woman, before Congress

led to a flurry ofmedia coverage, various

state legislative actions, actions by the

courts and a growing national anxiety

about the possibility that health care

workers (HCWs) could inadvertently

spread the threatening AIDS virus.

Following this incident, the Center

for Disease Control and Prevention

(CDC) published its plan to list those

exposure-prone invasive procedures

which should not be performed by health

care workers infected with HIV unless

there had been review by an “expert

panel.” The intent of this proposal was

to provide for a case by case determina-

tion ofwhether an HIV-infected HCW
could perform an invasive procedure. In

addition, CDC emphasized the need for

all HCWs to adhere to universal precau-

tions, treating blood and other body flu-

ids as if they contained bloodborne

infectious agents, emphasizing hand

washing, protective barriers (rubber

gloves, goggles etc) and special care in

the use and disposal of needles or other

Abbreviations Used:

AIDS acquired immune deficiency

syndrome

AMA American Medical Association

CDC Centers for Disease Control

and Prevention

HCW health care worker

HIV human immunodeficiency

virus

Milton W. Hamolsky, MD

sharp instruments. Such proposals

implied that health care workers

should know their HIV or hepatitis

B serology and raised the controver-

sial issue of what constituted “expo-

sure-prone” procedures.

Subsequently in 1992 the

American Medical Association

(AMA) stated that “a physician who

knows that he or she is HIV serop-

ositive should not engage in any ac-

tivity that creates an unidentified risk of

transmission of the disease to others. A
physician who has HIV infection should

consult colleagues as to which activities

the physician can pursue without creat-

ing a risk to patients.” This opinion also

posed the serious problem of “informed

consent.” Should a physician know

whether he or she is seropositive and, if

so, is it his or her duty to inform any

patient of this fact before engaging in any

procedure which might risk transmis-

sion?

At the time in the emotionally

charged atmosphere surrounding HIV/

AIDS, these recommendations elicited

considerable controversy. It was noted

that data showing provider-to-patient

transmission of HIV were lacking. In-

deed, subsequent studies have noted that

the case of the Florida dentist was essen-

tially the only documented case oftrans-

mission of AIDS from a health care

worker to patients. One additional pos-

sible incident of health care worker-to-

patient transmission has been reported

but not confirmed. These findings have

led to the current consensus - that the

risk for transmission from a health care

worker to a patient is so extremely small

that it negates the recommendation that

said health care worker should not en-

gage in particular procedures with pa-

tients. In actuality the experience to date

revealed a greater risk of transmission

from a patient to the physician than the

reverse.

The fundamental issues have been

somewhat obscured by late twentieth

century phenomena. The American pen-
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chant for polls led to a flurry of these in

which the public indicated a preference

that HCWs should know whether they

were HIV-infected and ifso, divulge this

to their patients. A court action ruled

that a hospital had the right to expel a

resident from his training program be-

cause of the discovery of a positive HIV
test (the resident maintained that he had

contracted his disease from a patient in

the hospital). Anecdotes abounded of

discrimination against HCWs, as well as

against patients who were discovered to

be HIV-infected (or even simply sus-

pected thereof). The lack of sufficient

data to warrant specific guidelines began

to dominate the discussions.

Specific analyses were undertaken to

address the question ofHCW-to-patient

transmission ofHIV. From 1981 through

1994, 14,591 cases of AIDS among

HCWs in the United States were re-

ported to the CDC. They accounted for

4.8% ofthe 304,65 1 total reportedAIDS

cases. HIV infection in the absence of

AIDS is not a reportable condition in

many states. One Health Department

reported that a patient is more likely to

die from general anesthesia or from an

adverse reaction to penicillin than from

treatment by an HIV-positive health pro-

fessional. It was reported that the Con-

gress, over the scientific objection of

CDC officials, recommended that HIV-

positive healthcare workers who perform

exposure-prone procedures notify pro-

spective patients of their seropositivity.

Congress also directed all states to adopt

guidelines “equivalent to those ofCDC,”

but the CDC publicly announced that

it would allow the states leeway to devi-

ate from such provisions.

Following extensive expert consulta-

tions, the Rhode Island Department of

Health reported its policy guidelines in July

of 1992. These include the following:

• Institutions are charged with moni-

toring and assuring compliance of

their members, non-members and

employees with universal precau-

tions.

• The health facility licensing pro-

grams will incorporate review ofin-

fection control and universal

precautions into their annual and

other reviews.

One Health Department

reported that a patient is

more likely to diefrom

general anesthesia or

from an adverse reaction

to penicillin thanfrom

treatment by an HIV-

positive health

professional.

• Complaints regarding an indi-

vidual practitioner’s failure to fol-

low universal precautions will be

investigated by the Board ofMedi-

cal Licensure and Discipline or

other appropriate licensing board.

• Mandatory continuing education

requirements of two hours every

three years on universal precau-

tions, infection control, and OSHA
regulations.

• The Rhode Island Department of

Health will not list specific hazard-

ous procedures but will judge each

case on an individual basis.

• The Department will not require

health care workers to undergo

HIV or hepatitis B testing. It is

recommended that those who are

at risk because of occupational ex-

posure be tested voluntarily.

• The Department recommends that

infected workers seek advice from

a state-appointed and authorized

review panel. This review panel has

not yet been activated, and the De-

partment has not received any re-

quests for actions. An ad hoc

committee on HIV-infected

healthcare workers was charged by

the Department to develop recom-

mendations based on science and

sensitivity to the best interest ofso-

ciety and the committee has enthu-

siastically accepted this

responsibility.

Based on the accumulating evidence

and changes in attitudes towards HIV,

the CDC and the AMA have modified

their initial guidelines to be more gen-

eral. Pragmatically speaking, hepatitis B

and hepatitis C are recognized as posing

much greater problems than HIV, in

terms of seroprevalence and HCW-re-

lated transmission.

However, as far as the Board of

Medical Licensure and Discipline is con-

cerned, the basic fundamental issues re-

main - to balance protection ofthe public

on the one hand with the proper investi-

gation and due process of confidential-

ity and individual privacy ofthe involved

physician on the other hand. The Board

has initiated discussions on the interre-

lated issues of HCW serologic testing,

disclosure and specific exposure prone

procedures but has not yet defined spe-

cific guidelines. As is its usual practice,

the Board would consider such questions

on an individual basis. The Board wel-

comes suggestions or recommendations

from any interested party.
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3. The reader will identify the risks of non-occupational HIV exposure and the options for postexposure HIV
prophylaxis in cases of non-occupational exposures.

4. The reader will identify the risks of occupational HIV exposure, and the treatment options.
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care workers, including site of discussion, follow-up timetable, and medical concerns.

6. The reader will identify some of the legal issues regarding testing for blood-borne pathogens.
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CME/CE Blood-Borne Pathogen Questions

1 . What steps must be taken following a high risk occupational

HIV exposure?

A) Furlough the exposed worker from patient care duties

B) Offer a postexposure prophylaxis regimen expeditiously

C) Test the exposed person for hepatitis B and C as well as

HIV at exposure, and at 6 weeks, 3 and 6 months later

D) Reassure the exposed person that the risk of transmission of

HIV is low

E) B, C and D only

2. All of the following statements regarding occupational

exposure to HIV are true except:

A) It is rare for workers in RI to encounter HIV infected

persons.

B) The overall risk of HIV infection after a percutaneous

exposure is approximately 0.3% yet this risk varies

depending upon the depth of the injury and the extent of

blood contamination

C) Non-bloody body fluids of HIV infected individuals carry

little to no risk of transmission ofHIV to health care

workers.

D) Events most likely to lead to an exposure include unsafe

sharps disposal, recapping of needles and unexpected

patient movements during procedures.

3. The current treatment recommendation for post-exposure

prophylaxis for hepatitis C is:

A) . Immune globulin.

B) Interferon injections.

C) Hepatitis C vaccine.

D) No prophylaxis is recommended.

4. Acute infection with hepatitis C following a percutaneous

exposure will:

A) Usually present with jaundice.

B) Manifest seroconversion within a week of exposure.

C) Most reliably be initially detected by transaminase elevation.

D) Require restriction of health care worker activities that

involve direct patient care.

3. Which statement concerning percutaneous injury with a

needle contaminated with hepatitis C virus is false?

A) The risk of acquiring hepatitis C is between that for HIV
and hepatitis B.

B) The average incidence ofHCV seroconversion after

needlestick injury is 1.8%.

C) Once established, all hepatitis C infections eventually

progress to cirrhosis.

D) The incubation period for HCV is about 6 weeks.

6. Which of the following best describes current recommenda-

tions regarding hepatitis B vaccination of health care workers:

A) Booster doses of hepatitis B vaccine every 5 years following

completion of initial three-dose vaccine series.

B) Serologic testing following completion of vaccine series to

confirm the presence of protective antibody titer.

C) Periodic serologic testing to demonstrate persistence of

adequate levels of protective antibody.

D) All of the above.

7. The presence ofwhich of the following in the blood is associated

with a markedly increased risk of transmission ofHBV?
A) Hepatitis B surface antigen (HBsAg)

B) Antibody to hepatitis B core antigen (HBcAb)

C) Hepatitis B antigen (HBeAg)

D) Antibody to hepatitis B surface antigen (HBsAb)

8. Nonoccupational post-exposure prophylaxis for HIV could be

recommended in all but which one of the following circum-

stances:

A) Sexual assault

B) Needlestick from a discarded syringe on a playground

C) Woman with a sporadic sexual encounter 12 hours earlier

with a bisexual man
D) Sex worker who refuses referral for counseling

9. Which of the following statements on the use of post-exposure

prophylaxis (PEP) to prevent HIV transmission in non-

occupational settings is false?

A) PEP has prevented HIV transmission in animal models.

B) A retrospective case-control study indicated that health care

workers who took AZT after occupational exposures were

l/5th as likely to become HIV-infected as those who did

not take AZT.

C) PEP has been proven to be effective in a prospective,

randomized clinical trial.

D) Perinatal HIV transmission is decreased when mothers use

antiretroviral therapy.

10. Which of the following statements regarding post-exposure

evaluation is correct?

A) The evaluation can be done most efficiently by HCWs
themselves by looking at a protocol on the Internet.

B) No specific training is necessary for those conducting post-

exposure evaluations.

C) Blood and body fluid exposures are invariably viewed as

annoyances by HCWs.
D) The continued availability of the exposure evaluator to the

HCW is an important component to the management of

blood and body fluid exposures.

1 1 . The police bring to your office a person arrested for sexual

assault. The victim has asked the police whether the suspect is

HIV+. The suspect refuses to consent to a blood test. What
can you legally do?

A) Test the patient, without his consent

B) Ask the police to obtain a court order for the blood test.

C) You can never test the patient without his consent.

D) Ask for the opinion of an “exposure evaluation group”

before testing the patients blood.

12. Which of the following statements on needle exchange

programs is false?

A) In general, the evidence for needle exchange programs has

been positive: no increased drug use, but lower re-use of

needles and lower rates of HIV incidence for intravenous

drug users.

B) ENCORE, the state of Rhode Island’s needle exchange

program, requires an enrollee to exchange an old syringe for

a new syringe.

C) A follow-up evaluation ofENCORE showed that it reduced

the re-use of needles, but had no significant impact on risk-

taking behaviors.

D) Needle-exchange programs have traditionally drawn support

from the medical and public health communities.

13. Which statement is true?

A) Federal law requires a physician who knows that s/he is infected

with hepatids B to inform any padent of this fact before

engaging in any procedure which might risk transmission.

B) The Rhode Island Department of Health requires health

care workers to undergo Hepatitis B testing.

C) Patients are at greater risk of HIV transmission from health

care workers, than health care workers are from patients.

D) No statement is true.
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Additional comments and/or suggested topics for future CME or CE activities.
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Images inMedicine

c©- Neurocysticercosis ©d
Paolo D. Olcese, MD, and William W. Mayo-Smith, MD

A 29 year-old female with a history of recent travel to

Guatemala presented to the Emergency Department

with new onset seizures. The patient was referred for an

MRI of the brain at the time of admission. Figure 1 is aTl

weighted image which demonstrates the typical imaging

Findings of a cysticercus in the colloidal stage. The lesion

is isointense to cerebrospinal fluid and there is a small mural

nodule representing the scolex or dead parasite (arrow). Fig-

ure 2 is a FLAIR sequence which reveals bright edema

caused by host reaction to the dying parasite. Figure 3 is a

Gadoliniun enhanced Tl weighted image demonstrating

peripheral enhancement (arrow) indicative of larval degen-

eration and host inflammatory reaction. Figure 4 is a CT
image in a different patient demonstrating calcification of

a burned out infection with peripheral granulomata (ar-

row).

Neurocysticercosis is a parasitic infection caused by

the tapeworm Taenia Solium. It is the most common in-

fection of the central nervous system worldwide and pa-

tients typically present with seizures. Neurocysticercosis

has four stages of activity in the central nervous sytem, each

having a characteristic imaging finding on CT and MR.
The vesicular stage is seen with a viable parasite and on

imaging one sees a small cyst with no enhancement. The

Figure 1.

Abbreviations Used:

CT computed tomography

FLAIR fluid attenuation inversion

recovery sequence

MRI magnetic resonance imaging

colloidal stage occurs after the parasite has died and the host

immune system reacts against the degenerating cysticerci.

In this stage there is enlargement of the cyst, thickening of

the capsule, edema and peripheral enhancement as in this

patient. The third or granular nodular stage is marked by

retraction of the larva with secondary mineralization. In

the fourth or nodular calcified stage (Figure 4) the lesions

are small and hyperdense on CT and may be overlooked on

MRI.

References
Palacios E, Salgado Lujambio P, Rojas Jasso R. Computed
tomography and magnetic resonance imaging of

neurocysticercosis. Seminars in Roentgenology 1997; 32:324-

34.

Figure 2.

223
Vol. 83 No. 7 July 2000



Figure 3.

Correspondence:
Paolo D. Olcese, MD
Rhode Island Hospital

Eddy Street

Providence, RI 02903
phone: (401) 444-5184
fax: (401) 444-5017
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Rhode Island
Quality Partners, Inc.

How Does Rhode Island Rank Nationally

on Quality Indicators?

David R. GiffordMD, MPH, and Raymond Maxim MD

I
n 1999, the Health Care Financing Administration

(HCFA) asked each Peer Review Organization (PRO)

in the country to focus on eight specific clinical areas: acute

myocardial infarction (AMI), heart failure (HF), stroke,

atrial fibrillation (A-fib), pneumonia, diabetes, mammog-
raphy utilization and influenza/pneumococcal vaccinations.

Based upon published national guidelines, HCFA devel-

oped a national set of quality indicators for each of these

areas. The quality indicators principally focus on treatments

and interventions that can improve patient outcomes and

survival such as prescribing aspirin, beta-blockers, ACE-
inhibitors and thrombolytics for patients with an AMI;

ACE-inhibitors for patients with heart failure; anticoagu-

lation for patients with atrial fibrillation or stroke; and pre-

scribing antibiotics in a timely fashion for patients

hospitalized with pneumonia (Table 1).

To collect information on these indicators, HCFA used

ICD-9 codes for AMI, HF, A-fib, stroke, and pneumonia

to identify all Medicare beneficiaries discharged from hos-

pitals in Rhode Island during a six-month period (July 1998

through Dec 1998). After selecting a random sample of

750 patients (or all patients if fewer than 750 were identi-

fied), the medical records were sent to one of two clinical

data abstraction centers (CDAC). Nurses, following previ-

ously validated protocols, abstracted information from the

medical record. The inter-rater and intra-rater reliabilities

for these abstraction centers are continuously tested and

are ofacceptable levels. The diagnosis is confirmed through

information in the medical record. For example, patients

with a principal ICD-9 diagnosis of AMI must have evi-

dence of an AMI in the medical record including enzyme

(i.e. LDH, CK-MB or troponin) consistent with AMI or

symptoms along with EKG findings consistent with AMI.

Information on contraindications to each medication or

therapy is also abstracted. The final quality indicators are

calculated excluding patients who die, are transferred, or

who leave against medical advice. In addition, the quality

indicators exclude all patients with contraindications for

the treatment or therapy being evaluated. For example, pa-

tients with history or risk of bleeding are excluded from

Abbreviations Used:

A-fib atrial fibrillation

AMI acute myocardial infarction

CDAC clinical data abstraction centers

EKG electrocardiogram

HCFA Health Care Financing Administration

HF heart failure

LDH lactate dehydrogenase

MCO managed care organization

PRO Peer Review Organization

the use of aspirin following an AMI and warfarin for A-fib

quality indicators.

Results from the initial data collection effort are shown

in Table 1. When compared to the nation, Rhode Island

ranks near the top in the use of beta-blockers in AMI, ACE
inhibitors for HF, appropriate use of antibiotics for patients

with pneumonia, and warfarin for patients with atrial fi-

brillation. However, there is still room for improvement

within some of these areas. For example, more than a third

of patients with atrial fibrillation who do not have

contraindications to using warfarin, did not receive war-

farin.

For other quality indicators, we rank much lower and

have more opportunity to improve. For early use of aspirin,

smoking cessation counseling, initiation of antibiotics un-

der 8 hours for patients with pneumonia, and use of influ-

enza and pneumococcal vaccines, we rank in the lower half

nationally. For example, more than three-quarters of patients

in Rhode Island who smoke and experienced an AMI did

not have any documentation in the medical record about

smoking cessation counseling by discharge. The data are

slightly, but not much better for patients with HF who smoke

(3 1 .5% have documentation ofsmoking cessation counsel-

ing). However, smoking status is documented in over 90%
of patients admitted with HF. One of the strongest predic-

tors of patients stopping smoking is their physician’s rec-

ommendation to stop smoking.

In order to improve in these areas, approaches both at
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the local hospital level and at the

state level need to be initiated. Cur-

rently, Rhode Island Quality Part-

ners (RIQP) is working with all the

acute care hospitals, physician

groups and Medicare managed care

organizations (MCOs) to develop

strategies to improve performance

in areas such as time to antibiotics,

immunizations and smoking cessa-

tion counseling. All the acute care

hospitals, MCOs, physicians,

American Heart Association, De-

partment of Health, and others

meet monthly to discuss approaches

to increase performance in all hos-

pitals for each of these quality indi-

cators. Physician involvement in

these efforts is vital to the develop-

ment of successful interventions.

Any physicians who are interested

in participating in these efforts,

should contact David Gifford at

RIQP at (401) 528-3200.

David R. Gifford, MD, MPH,
is Clinical Coordinator, RIQP; and

Assistant Professor ofMedicine and

Community Health, Brown Univer-

sity.

Raymond Maxim, MD, is

Clinical Coordinator, RIQP and in-

ternist at Roger William Medical

Center.

Correspondence:
David R. Gifford, MD, MPH
Phone: (401) 528-3261

fax: (401) 528-3210

Table 1. National HCFA quality indicators with RI rates and national ranking.

Condition Quality Indicator focus

RI

Rate

National

Rank
Myocardial Aspirin use at admission 81.7 37

Infarction Aspirin use at discharge 86.9 17

Beta-Blocker use at admission 75.7 5

Beta-Blocker use at discharge 79.2 11

ACE-inhibitor use for systolic dysfunction 83.3 3

Thrombolytic or PTCA use 48.0 —
Smoking cessation counseling by discharge 25.9 48

Heart Failure ACE-inhibitor use at discharge for LVSD 87.0 2

Discharge education about disease

management*

3.0 —

Atrial Fibrillation Warfarin use 59.4 12

Stroke/Transient Antiplatlet use 82.5 —
Ischemic Attacks Avoid sublingual nifedipine 95.3 —

Pneumonia Antibiotic administration within 8 hours 79.5 44

Appropriate antibiotics initiated** 83.2 7

Blood cultures prior to antibiotics 81.0 36

Influenza vaccination before discharge 9.6 46

Pneumococcal vaccine before discharge 6.8 44

For detailed definitions and specificationsfor any ofthe quality indicators, including the inclusion and

exclusion criteria used to calculate the quality indicator, please contact Madeleine Deschenes at RIQP at

528-3200.

— = Data not yet available

* Discharge education for CHF should include all of the following elements (rates for

each individual element are also shown): medications (81%), weight monitoring

(7%), diet (74%), activity level (65%), follow-up appointment (88%), what to do if

symptoms worsen (20%).

**Appropriate antibiotic initiated per American Thoracic Society and American

Infectious Disease Society guidelines

Non-ICU admissions:

-P-lactam monotherapy IV, or

-P-lactam (IV) + macrolide_ (IV or PO, or

-Quinolone monotherapy (TV or PO).

ICU admissions:

-P-lactam (IV) + macrolide_(IV) ,
or -P-lactam (IV) + -quinolone_(IV)

If documented P-lactam allergy:
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The analyses upon which this publication is based were per-

formed under Contract Number 500-96-P519, entitled “Utili-

zation and Quality Control Peer Review Organization for the

State of Rhode Island,” sponsored by the Health Care Financ-

ing Administration, Department of Health and Human Ser-

vices. The content of this publication does not necessarily reflect

the views or policies of the Department of Health and Human
Services, nor does mention of trade names, commercial prod-

ucts, or organizations imply endorsement by the U.S. Govern-

ment.

The author assumes full responsibility for the accuracy and

completeness of the ideas presented. This article is a direct re-

sult of the Health Care Quality Improvement Program initi-

ated by the Health Care Financing Administration, which has

encouraged identification of quality improvement projects de-

rived from analysis of patterns of care, and therefore required

no special funding on the part of this Contractor. Ideas and

contributions to the author concerning experience in engaging

with issues presented are welcomed.
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Rhode Island Monthly

Vital Statistics Report

Provisional Occurrence Data

from the

Division of Vital Records

' V 'A" 'Av|

Reporting Period

January

2000
12 Months Ending with

January 2000

Number Number Rates

Live Births 759 12,763 1 2.9*

Deaths 1,116 9,980 10.1*

Infant Deaths (10) (91) 7.1#

Neonatal deaths (7) (74) 5.8#

Marriages 276 7,772 7.9*

Divorces 180 2,710 2.7*

Induced Terminations 390 4,785 374.9#

Spontaneous Fetal Deaths 11 863 67.6#

Under 20 weeks gestation (7) (797) 62.4#

20+ weeks gestation (4) (66) 5.2#

Reporting Period

July

1999
12 Months Ending with July 1999

Number (a) Number (a) Rates (b) YPLL (c)

Diseases of the Heart 266 3,060 309.6 3,772.5

Malignant Neoplasms 241 2,478 250.7 7,016.5

Cerebrovascular Diseases 39 551 55.7 653.5

Injuries (Accident/Suicide/Homicide) 29 359 36.3 6,250.5

COPD 42 503 50.9 427.5

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of

988,480

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode Is-

landfor the reportingperiods listed above. Monthly provisional

totals should be analyzed with caution because the numbers

may be small and subject to seasonal variation.

* Rates per 1 ,000 estimated population It Rates per 1 ,000 live births

^ Forthcoming

August Medicine & Health/Rhode Island

Medical Education with a special insert:

Instructions for Physician Reporting of

Communicable, Environmental and

Occupational Diseases— 227
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The Official Organ of the Rhode Island Medical Society

Issued Monthly under the direction of the Publications Committee

VOLUME 1

NUMBER 1

PER YEAR $2.00

PROVIDENCE, R.I., JANUARY, 1917 SINGLE COPY, 25 CENTS

Ninety Years Ago
5^ [July, 1910] ^

An Editorial discussed the proposed Medical Library. “In

courteous but none the less compelling terms,” the Provi-

dence Public Library had given the Medical Society two years

to move their 30,000 volumes, which took up nearly 1/5 the

contents of the entire Providence Public Library building. A
Medical Society planning committee took Philadelphia’s Col-

lege of Physicians library as their model. That new building,

built at a cost of $400,000, had stacks for 300,000 volumes.

Medical society libraries grew as members bequeathed per-

sonal libraries: “...so high is the sense of professional duty in

Philadelphia that it has become so common a custom for the

Fellows to bequeath their libraries to the College that . . .

anyone who neglected to follow this salutary rule imperils his

future.” The committee expected the Rhode Island Medical

Society collection to expand: “What Philadelphia has done

may be done in Providence, “ if at “longo intervallo.” [The

need for library space, coupled with the Medical Society’s de-

sire to consolidate its medical education activities and services

to members, propelled the Society to locate at 106 Francis

Street.]

Frank R. Fulton, MD, in “Some observations of menin-

gitis with especial reference to the danger of administration of

the serum,” reported on Rhode Island’s waning meningitis

epidemic. (In 1908 he treated 25 patients with the Flexner

antiserum; in 1909, 9 cases.) He calculated a 20% mortality

rate, but upped it to 30% when he included those patients

who were moribund and chronic. For many patients, the treat-

ment prompted “rapid convalescence, almost complete free-

dom from complications or sequelae.” He conceded the

dangers of lumbar punctures, and recommended precautions

(e.g., children should receive 15 cc of serum, not 30cc.).

W.L. Chapman, MD, pathologist at St Joseph’s Hospi-

tal, urged physicians to speak as experts to legislative commit-

tees, such as those investigating stream pollution, the

ventilation of shops and stores, and juvenile delinquency. To

understand delinquency, physicians must look beyond physi-

cal attributes. “Never mind about the character as revealed by

the facial angle or the malocclusion of the teeth, forget the

significance of the bizygomatic breadth, the cranio-mandibu-

lar index . . . but remember that bad homes mean tuberculo-

sis, chronic indigestion, adenoids and idleness, and that bad

books and pictures and a few teachers experienced in crime

transform the beautiful and innocent child into the tough and

criminal.” With his final salvos, he condemned inhumane jail

conditions, especially chain gangs, and the routine commit-

ment of all insane persons.

228

Fifty Years Ago
[July, 1950]

This issue featured two papers presented at the 139th an-

nual meeting of the Rhode Island Medical Society. John J.

Morton, MD, Professor of Surgery, University of Rochester

School ofMedicine and Dentistry, discussed “Diverticulitis and

Cancer of the Colon. ” John J. Poutas, MD, Medical Director,

Lever Brothers Co., discussed “Industrial Medicine and the

Prviate Practitioner.”

In a paper presented before the Providence Medical Asso-

ciation, Charles E. Millard, MD, (president, Rhode Island

Academy of General Practice), discussed “The Problems of

General Practice and Their Solutions.” Because 80% of the

practice of medicine was in the hands of general practitioners,

Dr. Millard called for “restoring the family physician to a po-

sition commensurate with his contribution to society,” Also,

he praised family physicians as “the profession’s greatest bul-

wark against socialized medicine.”

Governor Pastore had turned a valve to divert the daily

flow of 4 million gallons of raw sewage from Bucklin Brook

into a modern treatment system. An Editorial on Pollution

lauded this “good start.”

A Committee reported on use of the library, which re-

ceived 243 periodicals last year. On an average day, 20-30

callers contacted the library. Last year the library logged 2390

visitors (390 more than the previous year); almost half were

physicians.

Twenty Five Years Ago
[July, 1975] ^

Rhode Island Medical Society President Stephen J. Hoye,

MD, in “Malpractice - the Patient Pays!!” reported that

each member would be assessed $50 to pay for advertisements,

part of a statewide campaign launched by “YOU -THROUGH
YOUR PATIENTS! - to emphasize that. ..this ...is a health care

cost which can and must be restrained and, hopefully, reduced.”

Edwin N. Forman, MD, in “Lymphomas in Children,
“

reported, “Long-term Remissions are common in both

Hodgkins and non-Hodgkins Lymphoma with newer treat-

ment regimens.”

Arnold Porter, MD, in “Blue Shield - Fifteen Years,” (an

address given at the annual meeting of the corporation of Blue

Shield), summed up major legislation over his past decade as

chairman of the board, including Medicare, PSRO legislation;

Health Planning and Resources Development Act of 1974.

Charles L. Hill, MD, described the “Ambulatory Surgical

Facility,” as a concept consistent with cost conatinment and

quality of care.
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PHYSICIAN RESIDENTS:

IF YOU COULD USE OVER $30,000 A YEAR-
ANSWER THIS AD

The U.S. Army’s Financial Assistance Program
(FAP) offers over $30,000 a year for residency

training in certain medical specialties.

Here’s how it breaks down - an annual grant

of over $20,500, plus a monthly stipend ofmore
than $970.

You will be part of a unique health care team
where you will have many opportunities to continue

your medical education, work in state-of-the-art

facilities and receive outstanding benefits.

So, ifyou are a physician resident who could

use over $30,000 a year, contact your localArmy
Health Care Recruiter to see ifyou qualify.

617-753-4837 1-800-USA-ARMY

ARMY MEDICAL CORPS. BE ALL YOU CAN BE.
www.goarmy.com
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Follow
theLeader

Blue Cross & Blue Shield of Rhode Island has been

Rhode Island's leading health insurer for 60 years

and counting! The future looks bright and we're

looking for talented, motivated professionals to

be part of a great team.

If you are looking for an exciting career opportu-

nity with a local leader, please consider the fol-

lowing position:

ASSOCIATE MEDICAL DIRECTOR

Blue Cross and Blue Shield of Rhode Island is

recruiting for a part-time Medical Director to head

the Medicare Fiscal Intermediary medical direc-

tor's position. Candidates must be board-certified

in a recognized medical specialty and be able to

obtain a Rhode Island medical license. Medical

policy and medical review experience preferred

but not essential.

We offer a competitive salary, excellent benefits, a

pleasant working environment and in a conve-

nient downtown location.

For immediate consideration, please mail or fax

CV and letter of application to:

Barbara Silva,

Human Resources Department
Blue Cross & Blue Shield of Rhode Island

444 Westminster Street

Providence, Rl 02903-3279

Phone: (401) 459-5160 • Fax: (401) 459-5223

TDD: (401) 831-2202

Blue Cross
Blue Shield
of Rhode Island

BlueCHP
Coordinated
Health Partners, Inc.

For more information on our organization,

please visit our Web Site at: www.bcbsri.com

BlueCHiP is offered by Coordinated Health Partners, Inc.,

a wholly owned subsidiary of Blue Cross & Blue Shield

of Rhode Island. Both are independent licensees of the

Blue Cross and Blue Shield Association.

We value diversity and are an Equal

Opportunity/Affirmative Action Employer M/F/DA/

PROMPT PROFESSIONAL
COURTEOUS ALWAYS

MEDICAL BUREAU
Professional Medical Answerins

PROVIDING PHYSICIANS WITH

TELE-MESSAGING SOLUTIONS

FOR OVER 50 YEARS.

• Medically Exclusive Call Answering

• 24 Hour Nurse Triage Line

• Appointment Confirmation

WE SERVE AS AN EXTENSION
TO YOUR OFFICE WITH:

• 24 Hour Availability

• Personalized Service

• Experienced LIVE Operators

• Detailed Messaging

• Appointment Confirmation

• Customized Account Service

• Central Rhode Island Based Call Center

• Over 50 years of exclusive medical answering.

CONTACT US

To learn how we can integrate these services

into your practice, please call 401-521-0900.
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CT • Diagnostic Radiography

Fluoroscopy • Bone Densitometry

Mammography • Ultrasound

American Institute of

Ultrasound in Medicine

Accreditation

OB/GYN • Abdomen

• Board Certified Radiologists

• All Insurances Accepted

Physicians benefit from more rapid

access to information. Patients benefit from

shorter examination scanning times.

Our dynamic CT scanning provides

greater reliability of clinical m /

,

information, particularly in m. Jj
|

motion-sensitive studies. With M Jf ;

our Helical Scan, a large area Umh A
of the body can be examined

which means no

diagnostic accuracy.

Our private facilities provide the safety of

a hospital, but with immediate appointments

Please call:

Metacomet Executive Office Park 435-3041

450 Veterans Memorial Parkway

East Providence, RI 02914

Bayside Medical Building 272-8510

235 Plain Street

Providence, RI 02905

East Bay Medical Centre 434-6432

250 Wampanoag Trail

East Providence, RI 02915

New England Corporate Office 762-0020

38 Hamlet Avenue

Woonsocket, RI 02895

Quality Second to None
American College of

Radiology Accreditation

Mammography • Ultrasound
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PHYSICIAN
Air Force Healthcare.

Good Pay.

Professional Respect
Why Do You

ThinkWe Say 'Aim High"?

Experience the best of everything. Best

facilities. Best benefits. Outstanding

opportunities for travel, 30 days vacation

with pay, training and advancement.

For an information packet call

1-800-423-USAF
or visit www.airforce.com.

You'll see why we say, “Aim High."

AIM HIGH

HEALTH PROFESSIONS

Control your DIABETES

for Life with

CALL RI Department of Health

Diabetes Control Program at 222-3422

or 1-800-331-0121

Classes are available

throughout Rhode Island

Covered by most insurance companies

Medicine Changes,
So Should Your Insurance

La ach day you are faced with new drugs, new procedures

and new potential sources of malpractice claims.

Healthcare professionals need coverages for tomorrow's

needs, not just today's. Last year we introduced six new

policies and coverages including Billing E&O and Medical

Waste. Because of our commitment, over 13,000 healthcare

professionals throughout the Northeast insure with us.

Now we are hard at work developing tomorrow's coverages.

A medical malpractice insurance carrier that looks ahead,

not just behind. It's time you took a look at ProMutual

Group, the wise choice.

H ProMutualGroup*
888-776-6888 • www.promutualgroup.com

Charter Agents in

Rhode Island:

Aloisio Insurance

Providence • 401-722-6500

AON Risk Services of R.I., Inc.

Providence • 401-331-7700

Babcock & Helliwell, Inc.

Wakefield • 401-782-1800

Braman & White

Middletown • 401-847-5200

Clarke, Curry & Brown, Inc.

North Kingstown • 401-294-9537

Keough Kirby Associates, Inc.

Woonsocket • 401-769-8100

Lathrop Insurance Agency

Westerly • 888-596-2530

Mastors & Servant, Ltd.

East Greenwich • 800-335-5701

Paolino Insurance Agency, Inc.

Providence • 401-421-2588

Starkweather & Shepley, Inc.

East Providence • 401-435-3600

Troy, Pires & Allen

Pawtucket • 401-728-2060

Wickford Insurance Agency, Inc.

North Kingstown • 401-294-3304

Medicine and Health / Rhode Island



THE BEST CHOICES IN MRI
Open-Sided (Airis II by Hitachi)

• Spacious, non-enclosing

.3 Tesla system

• Companions can be in continuous

sight and voice contact with patient

• Excellent image quality

High Field (Eclipse by Picker)

• 1 .5 Tesla short-bore system

• Sub-millimeter image resolution

• Equipped for "first-pass"

angiography and cardiac scanning

• Fast appointments and reports

• MRI specialized, CAQ certified radiologists

TEL: (401) 725-OPEN (6736) FAX: (401) 726-2536

525 Broad Street • Cumberland, Rhode Island • Across from Ann & Hope

www.openmriofne.com



medical school: a fortune

office space: $20,000

ndcoat

box of

tongue depressors: $12

ORCAL won’t put a price tag on

your reputation. We rigorously defend cases

deemed medically defensible - even if settling a

claim may be more economical. Our innovative

program to seek reimbursement of fees for

unsubstantial claims is just one reason we’ve

earned a reputation for aggressively defending

policyholders.

we won’t put a

price tag on

Y/
hc s more, at a time when everything

seems to come with a price tag, our policy-

holders appreciate the comprehensive risk man-

agement services and tree CME courses included

in the cost of every policy.

You’ve worked hard to get where you are,

NORCAL works hard to keep you there.

Our reputation depends upon it.

Telephone RIMS Insurance Brokerage Corp. at

401-272-1050 or Norcal at 800-652-1051.

your reputation

NORCAL
Mutual Insurance Company

800 -652-1051
www.norcalmutual.com
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Open MBJprovides the patient with the most pleasant experience in a

spacious, nonclaustrophobic design

Our Open MBJ and High FieldMBJ scanners offer the latest technology

for advanced diagnostic exams and superb image quality

Board Certified Fellowship trained Badiologists including CAQ in Neuroradiology

Evening and weekend hours in beautiful private office settings

Convenient scheduling and rapid reporting

Now offering

3 convenient

MBJ locations

Open MBJ
Cranston

1140 Reservoir Ave.

943-1454

Open MBJ
Johnston

1524 Atwood Ave.

351-1570

High FieldMBJ
Wakefield

48 1 Kingstown Rd.

792-9840

Open MRI High Field MRI Cat Scan Mammography Ultrasound X-Ray Bone Density Testing Fluoroscopy

...comfort and at its Best

MRI AND MEDICAL
IMAGING CENTERS

Serving Rhode Island for Over 30 Tears

1C-RAY ASSOCI
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Evidence-Based Medicine &
Medical Myths

“You can fool too many ofthe people

too much ofthe time. ”

- James Thurber

I
n this issue of Medicine & Health/

Rhode Island we introduce a new

column, “Myths in Medicine.” Read-

ers are invited to submit articles de-

scribing a commonly believed medical

myth they would either like to debunk

themselves or bring to my attention

so that I can have an expert take on

the task of debunking it. The idea

for this arose from a chapter devoted

to medical myths in an excellent new

introductory book on evidence-based

medicine, Evidence-Based Clinical

Practice Concepts and Approaches by

Geyman, Deyo & Ramsey.

The term “EBM” has intrigued

me for a long time. I was never ex-

actly sure what EBM was and always

felt a bit embarrassed to ask, assum-

ing that everyone else knew what it

meant. In addition, the notion that

EBM was simply the practice of medi-

cine based on evidence and that the

study of this topic was simply the

study of data analysis and decision-

making seemed a bit too naive and

obvious. It must, I reasoned, reflect

something a bit more obscure. After

I read this book I realized that as

simple as the concept of EBM is, its

practice is more difficult. As the chap-

ter on medical myths brought home

to me, we in medicine, especially its

teachers, often pay more lip service

than brain service to much of our de-

cision-making. I was astounded to

learn that: vitamin B12 can be given

orally; propranolol does not induce

depression; sliding insulin scales are

not useful; corneal abrasions heal

faster without patching.

These are some of the myths this

journal will explore and explode in

coming months.

But is EBM a new field or even a

field of study at all? Is it not simply a

guiding principle, that medical deci-

sion-making should, where possible,

balance what is known and not

known, in terms of benefits, risks and

costs?

Evidence-based medicine has

been defined as the “conscientious,

explicit and judicious use of current

best evidence in making decisions

about the care of individual pa-

tients..”
1,2 Use of the term reminds

me of the fictional character who was

surprised and proud to learn that he’d

been talking in prose all his life. I

think that most of us, if not all of us,

try to carry out this principle in our

routine practice, sometimes modify-

ing it by the vagaries of patient ex-

pectations and the need to balance

these with outcomes. But EBM also

includes: systematic rather than casual

searching for evidence; reviewing evi-

dence critically, using the principles

of clinical epidemiology; trying to bal-

ance benefits and adverse effects for

individual patients.

My own impression is that EBM

is actually another term for “skepti-

cal” medicine. It is a highly refined

process rather than an actual branch

of clinical medicine that tries to throw

the searchlight of data and reasoning

on what is too often an application of

“received wisdom.” Medicine is part

art.

One can learn the scientific prin-

ciples, the data concerning clinical tri-

als, and a huge amount of relevant

data, but if one can’t obtain a good

history, perform a reliable examina-

tion and develop a reasonable rapport

with the patient and family, the huge

database is irrelevant. On the other

hand, one can obtain a good history

and exam, develop rapport and not

know how to choose the best test or

treatment.

EBM usually steps in at the deci-

sion-making end, after a diagnosis is

made and a decision on treatment

must follow, or when a symptom re-

quires a diagnostic study but one

might be more useful or less expen-

sive than another. But EBM also as-

sesses parts of the history or exam. For

example, there is a persistent myth

that a carotid bruit has some signifi-

cance for cerebrovascular disease (an-

other myth scheduled for destruction

here).

Increasing attention is being paid

to EBM in all medical fields. The

American Academy of Neurology, for

example, has established clinical prac-

tice guidelines and assessments for

guiding some decision-making, estab-

lishing grades of certainty to their as-

sessments. A new treatment may be

endorsed as having shown clear effi-

cacy in multiple reliable trials, or a

treatment or diagnostic test has been

shown to be useless (e.g. EEG in the

evaluation of headache), or a treat-
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ment or diagnostic test has been

shown promising but cannot yet be

endorsed, etc. While these assess-

ments are often equivocal, they out-

line what is known, what is not known

and why there is equivocation.

This stands in contrast to the le-

galistic concept of “standards of care,”

which may represent an outdated but

still “accepted” approach to a prob-

lem (see the medical myths column

for examples). Just because “everyone

does it” doesn’t make it correct.

These assessments and EBM are

important in general for counteract-

ing our tendency to practice what we

were taught, even though we know
medicine has changed mightily. It has

been reported that the single greatest

source of continuing medical educa-

tion for doctors is the pharmaceutical

industry, particularly via drug repre-

sentatives, but also with sponsored

lectures, including restaurant and

weekend “informercials.” Drug reps

don’t lie but they may mislead. As the

old saying goes, “statistics don’t lie but

you can lie with statistics.” The ef-

fectiveness of one new drug I use is

supported by two, well-performed tri-

als. The benefits were minor but defi-

nite. I was surprised to recently learn

that a third trial, described in the

package insert, was negative. Unfor-

tunately, it wasn’t published so I hadn’t

known about it. An EBM-based ap-

proach to this drug’s assessment would

raise the skeptic’s warning flag.

One major target of EBM is the

pattern of doing what an authority

recommends without knowing the

data and the rationale. A colleague

once announced, “Don’t confuse me
with data. Just tell me what to do.”

There are some targets EBM won’t hit,

but for the rest of us, skepticism,

within reason (and with reason) is a

virtue we must always hold dear,

whether we call it EBM or not.
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-Joseph H. Friedman, MD

A Bloody Path from Buckingham Palace

to St. Petersburg

F
rom Dr. John Snow’s clinical records: “Thursday, 7 April

1853. Administered chloroform to the Queen in her

confinement ... I commenced to give a little chloroform

with each pain, by pouring about 1 5 minims by measure

on a folded handkerchief. Her Majesty expressed great re-

lief. The infant was born and the Queen appeared very

cheerful and well.”

When Queen Victoria allowed the delivery of her in-

fant son to be eased by this anesthetic, she acted in con-

scious defiance of the prevailing theological view that

women must abide by the Scriptural admonition: “In sor-

row thou shalt bring forth children” [Genesis 3:16.] Many
English clergy were incensed that the royal family had

tolerated the use of an agent, contrived by humans, to

abort the pains of childbirth. And many a Sunday ser-

mon declared that a mortal sin had been committed by

Queen Victoria and by those physicians who administered

the medication.

The anesthesiologist so condemned was John Snow,

MD, a 40 year-old London practitioner and England’s

leading authority on the use of anesthetics. Inhalant an-

esthetics, a new form of medical intervention, were first

employed in 1845 when ether allowed a major surgical

operation to be performed in Massachusetts General Hos-

pital. Anesthetics, when used to ease the pains of child-

birth, however, were widely viewed with profound

suspicion as a trespass upon divine authority. Despite these

views, a new anesthetic agent called chloroform was in-

troduced in 1 847 by Dr. James Young Simpson, Scodand’s

leading obstetrician.

About six months after Queen Victoria had been anes-

thetized, Snow was summoned by the Archbishop of Can-

terbury, the Church of England’s leading cleric, to provide

chloroform anesthesia for his daughter. And on October

20, 1853, Snow’s anesthesia helped the Archbishop’s daugh-

ter be delivered of a healthy baby son. This event, more

than the Queen’s sanction of chloroform, subdued much
of the ecclesiastic criticism of obstetrical analgesia.

The story of Queen Victoria’s chloroform-aided ma-

ternity confinement has further ramifications. The baby,

born on April 7, 1853, was Prince Leopold, Victoria’s

eighth offspring and fourth son. He was a sickly infant,

inclined to bleed excessively following

the slightest of physical injuries. In-

deed, his royal baptism was de-

layed by five months for fear

that he might not survive. The

court physicians finally ac-

knowledged to the Queen, and

to the world, that Leopold was

a victim of hereditary hemo-

philia. The newspa-

pers of London
were quick to asso-

ciate the Prince’s

perilous state with

the heathen use

chloroform. T
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hemophilia, they conjectured, was palpable evidence of

divine retribution.

Prince Leopold grew to maturity despite repeated

bleeding episodes following minor injury. At age 3 1 , while

in Cannes, France, a trivial blow to his head resulted in a

massive intracranial hemorrhage and death.

Hemophilia is a recessive hereditary disease caused

by a defect upon the X chromosome. The curious pattern

of hereditary transmission of this disease [female carriers

of the trait, male victims] was first described in detail by

Dr. Christian Nasse, of Bonn, in 1 820. There was no evi-

dent hemophilia in Victoria’s past and so geneticists pre-

sume that a mutation had taken place in the generation

preceding Victoria’s.

Inherited disorders of the X chromosome are trans-

mitted in a skewed fashion. The mother carrying the chro-

mosomal change is not herselfclinically affected, but about

one half of her male offspring will be hemophiliacs and

about one half of her daughters, although clinically nor-

mal, will convey the bleeding defect to about half of their

male offspring.

Queen Victoria had nine children. One of her sons,

Leopold, was a clinically apparent victim of hemophilia.

And three of her daughters, as evidenced by the appear-

ance of hemophilia in their male offspring [ie, the grand-

sons of Victoria], were carriers of the mortal trait. One

daughter, Beatrice, who married the German Prince Henry

of Battenberg, had two sons with overt hemophilia and

one daughter, who later married Alphonso XII, King of

Spain. They, in turn, had four sons, two of whom
[Victoria’s great-grandsons] developed hemophilia. There

was Alphonso who died at age 31 following a minor car

accident; and his brother, Gonzalo, who also bled to death

at age 20 after a trivial car accident.
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Yet another daughter ofVictoria, Alice, married Louis

IV of Hesse-Darmstadt. One of her two sons died of he-

mophilia at age 3. She also bore five daughters, two of

whom were hemophilia carriers. One of these daughters,

Alix by name, married Nicholas Romanov, shortly to be

Nicholas II, Tsar of Russia. She changed her name to

Alexandra, converted to the Russian Orthodox faith and

bore Nicholas five children: four daughters and a frail son

named Alexis who, as Tsarevich, was to inherit the

Romanov throne. But Alexis was hemophiliac and bled

profusely following the most trivial of injuries.

The year was 1907 and physicians knew no way of

suppressing the bleeding tendencies of hemophilia. In des-

peration Tsarina Alexandra sought the help of mystics of

many nations. An itinerant, illiterate monk from Siberia,

Grigori Yefimovich, appeared in St. Petersburg and claimed

that only his intervention could stay the bleeding of the

tsarevich. The bleeding did halt and Alexandra then be-

came convinced that her son’s continuing survival rested

solely upon the monk’s prayers. During the next few years

the monk [called Rasputin, a Russian word meaning de-

baucher] became the guardian ofAlexis while exerting sub-

stantive control of a deteriorating Russian government.

In 1916, many of the senior nobility of Russia arranged

for Rasputin’s assassination. And on July 18, 1918, the

Tsar, his wife Alexandra, his four daughters [Olga, Tatiana,

Marie and Anastasia] and the Tsarevich Alexis were sum-

marily executed by the Bolsheviks in the Urals city of

Ekaterinburg.

Queen Victoria, ruler of the world’s most extensive

empire, was powerless before the lethal potential of he-

mophilia afflicting her son, grandsons and even great-

grandsons. The mutant gene initially transmitted by

Victoria ultimately tainted the royal families of Germany,

England, Spain and Russia.

Hemophiliacs are no longer at the mercy of random

injury since effective replacement therapies are now avail-

able. And chloroform has been supplanted by even safer,

more efficient forms of childbirth analgesia. Relatively

painless deliveries no longer elicit polemics from the pul-

pits. Yet history moves in curious paths, establishing out-

landish connections between personages as widely separated

as James Y. Simpson, Queen Victoria, and even Rasputin.

- Stanley M. Aronson, MD

Medicine and Health / Rhode Island



Brown University School of Medicine:

Class of 2000

Stephen R. Smith, MD, MPH, Alexandra Morang, Hilary Sweigart, Janice Viticonte

Abbreviations Used:

AAMC Association of American Medical

Colleges

EIP Early Identification Program

PLME Program in Liberal Medical

Education

URM underrepresented minorities

n May 29, 2000, 8 1 men and

women received the Doctor

of Medicine degree from

Brown University, representing the

26th class of physicians graduated from

that institution since 1975. If this class

follows the pattern ofpreceding classes,

approximately 14% will eventually

enter the practice of medicine in the

State of Rhode Island. Of the 1823

physician graduates of previous classes,

approximately 232 (13%) are currently

licensed to practice in Rhode Island.

The purpose of this article is to

introduce the graduates of the MD
Class of 2000 to the physician com-

munity in Rhode Island, as many will

be your future professional colleagues.

A Portrait of the Class

of ‘00

Thirty-nine graduates were

men (48%) and 42 were women

(52%). The racial/ethnic com-

position of the class (Table 1)

again shows a slightly higher pro-

portion of students from Asian

American backgrounds (46%)

than the previous year. (Over a third

of the students in the first four under-

graduate years of the eight-year Pro-

gram in Liberal Medical Education

[PLME] are Asian American.) Sixteen

percent of the graduates are members

of minority groups underrepresented

in medicine (8 African Americans, 3

mainland Puerto Ricans, and 2 Mexi-

can Americans) as defined by the As-

sociation of American Medical Col-

leges (AAMC). This number is consid-

erably higher than the 7%
underrepresented minorities (URM)
reported for last year’s graduates. For

the past five years, about 20% of fresh-

men college PLME students have been

from underrepresented minority

groups. The percentage of

underrepresented minority students in

Table 1. Demographic Characteristics

of the M.D. Graduates of the

Brown University School of Medicine

Class of 2000

Male 39 48%
Female 42 52%

Race

White 30 37%
Asian American 37 46%
African American 8 10%
Mexican American 2 2%
Puerto Rican 3 4%
Foreign National 1 1%

Residence

New York 15 19%
Rhode Island 12 15%
California 11 14%
New Jersey 9 11%
Mississippi 4 5%
Pennsylvania 3 4%
Massachusetts 3 4%
Illinois 3 4%
Connecticut 3 4%
Missouri 2 2%
Maryland 2 2%
Indiana 2 2%
Florida 2 2%
Other States 8 10%
Other Countries 2 2%
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the first three years of the medical

school is 15%.

Twelve graduates are residents of

Rhode Island. The Rhode Island stu-

dents in this year’s graduating class

came from eight communities in the

state: five from Providence, one each

from Ashaway, Barrington, Cranston,

Greenville, Hope Valley, Newport, and

Portsmouth. The high schools from

which the students graduated also re-

flect this diversity, with students hav-

ing attended Barrington, Bishop

Connelly, Chariho, Classical, Cranston

West, Groton, LaSalle, Lincoln, Ports-

mouth, and St. George’s.

TheMD Class of2000 reflects the

growing proportion of students from

the PLME, with 55 such graduates

(68%) having come through that route.

The second largest cohort of students

(16 graduates) came through the com-

bined Brown-Dartmouth Medical

Education Program in which students

spend their first two years of medical

school at Dartmouth, then transfer to

Brown for the final two years.

The medical school entered into

special agreements with postbaccalaure-

ate premedical programs at Bryn Mawr
College and Columbia University shordy

after the PLME was inaugurated. Stu-

dents from these programs decided

upon a career in medicine only after

completing college. Typically, they have

been engaged in other careers for sev-

eral years following college. The goals

in establishing this new route of ad-

mission were to maintain a rich diver-

sity in the student body by admitting

students who were older and who had

different academic and life experiences

as well as rounding out the total class

size to compensate for the expected

attrition from the PLME. One mem-
ber of the class was a postbaccalaureate

student who came through Bryn Mawr
College.

Among the remainder of the class,

six students were part of the Early Iden-

tification Program (EIP), one each

from Providence College and the Uni-

versity of Rhode Island, and four from

Tougaloo College. EIP students are

offered provisional admission to the

medical school during their sophomore

year at their respective undergraduate

colleges. Of the remaining graduates,

two entered medical school through

the MD/PhD program, and one

through advanced transfer.

Brown University was the most

common undergraduate college among

the graduates accounting for 59 gradu-

ates. Tougaloo College was second with

four members from the Class of 2000.

The most common undergradu-

ate major (46%) among the class mem-

bers was biology (including

subdisciplines such as neural sciences

and microbiology). Science majors

taken together (including psychology)

accounted for 69% of all majors, while

19% majored in the humanities and

17% in the social sciences. (Total is

more than 100% due to double ma-

jors.) Among the humanities majors,

English was the most common choice,

Table 2. Specialty Choices for MD Classes of 1996-00, Brown University School of Medicine

1996 1997 1998 1999 2000

Specialty Choice No. % No. % No. % No. % No. %

Primary Care, Total 53 60% 52 59% 46 61% 45 53% 49 60%

Internal Medicine, Total 25 28% 16 18% 18 24% 16 19% 19 23%

Categorial Medicine 18 20% 11 13% 13 17% 14 16% 18 22%

Primary Care 7 8% 5 6% 5 7% 2 2% 1 1%

Pediatrics 10 11% 10 11% 14 18% 7 8% 12 15%

Family Medicine 13 15% 18 20% 10 13% 12 14% 10 12%

Medicine/Pediatrics 1 1% 3 3% 1 1% 2 2% 2 2%

Obstetrics & Gynecology 4 5% 5 6% 3 4% 8 9% 6 7%

Surgery 4 5% 6 7% 5 7% 7 8% 3 4%

Surgical Subspecialties, Total 8 9% 10 11% 6 8% 9 11% 7 9%

Ophthalmology 2 2% 2 2% 2 3% 2 2% 1 1%

Orthopedics 4 5% 4 5% 1 1% 3 4% 2 2%

Neurosurgery 0 0% 1 1% 0 0% 1 1% 3 4%

Urology 0 0% 0 0% 1 1% 2 2% 0 0%

Plastic Surgery 1 1% 2 2% 2 3% 1 1% 1 1%

Otorhinolaryngology 1 1% 1 1% 0 0% 0 0% 0 0%

Dermatology* 1 1% 1 1% 1 1% 1 1%

Emergency Medicine 3 3% 9 10% 5 7% 4 5% 4 5%

Psychiatry 2 2% 3 3% 2 3% 6 7% 3 4%

Neurology 4 5% 2 2% 1 1% 2 2% 1 .1%

Transitional & Preliminary Medicine 6 7% 0 0% 1 1% 1 1% 1 1%

Institutional Specialties, Total 2 2% 5 6% 5 7% 6 7% 10 12%

Anesthesiology 0 0% 1 1% 1 1% 0 0% 1 1%

Pathology 1 1% 0 0% 0 0% 1 1% 0 0%

Rehabilitation Medicine 1 1% 0 0% 0 0% 0 0% 0 0%

Radiology & Radiation Oncology 0 0% 4 5% 4 5% 5 6% 9 11%

Delaying Residency 6 7% 0 0% 4 5% 4 5% 2 2%

Totals 88 100% 88 100% 76 100% 85 100% 81 100%

‘Prior to 1997 first-year match in dermatology not possible
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Table 3. Brown University School Of Medicine

Class Of 2000 Residency Positions

Name of Graduate Hospital Name/Medical School Affiliation Specialty

Andrea Anderson Harbor-UCLA Medical Center Family Practice

Kavita Babu Rhode Island Hospital/Brown University Emergency Medicine

Brook Beall Boston University Medical Center Medicine-Prelim

Boston University Medical Center Emergency Medicine

Carolyn Boltin Mt. Sinai School of Medicine(NY)-Cabrini Medicine Prelim

Rhode Island Hospital/Brown University Radiology

Stephen Cha Einstein/Montefiore Medicine

Albert Chang UCLA Medical Center Medicine

James Chen Brown University Internal Medicine Residency Medicine-Prelim

St. Vincent’s Hospital(MA) Radiation

Rochelle Chodock University of Texas Medical School-Houston Surgery

Michelle Cicilline Franklin Square Hospital(MD) Family Practice

Stephen Cobery Bethesda Naval Hospital, Maryland Surgery-Prelim

Brown University Neurosurgery

Valerie Danielson Tacoma Family Medicine Family Practice

Quinn Dinh Beth Israel Medical Center Ob/Gyn

Jamie Dwyer Mayo Graduate School of Medicine/Florida Medicine

Gregory Fauteux Brown University Internal Medicine Residency Medicine-Prelim

Angel Ferrer UMDNJ-New Jersey-Newark Pediatrics

Danielle Gamer Spartanburg Regional Health(SC) Family Practice

Gretchen Green Brown University Internal Medicine Residency Medicine-Prelim

Yale-New Haven Hospital Radiology

Nichole Green University of Alabama Hospital-Birmingham Pediatrics

Melanie Greenan Beth Israel-Deaconess Medical Center Medicine

Samuel Gurevich Yale-New Haven Hospital Medicine-Primary

Juliette Gustin Maine Medical Center Pediatrics

Jason Hann-Deschaine Thomas Jefferson University/Dupont Children’s Pediatrics

Kathleen Hogan Rhode Island Hospital/Brown University Surgery-Prelim

Raymond Hong NYU Downtown Hospital Medicine-Prelim

North Shore University-Manhasset Radiology

Jill Hoprasart William Beaumont Hospital(Ml) Ob/Gyn

David Hou Brown University Internal Medicine Residency Medicine-Prelim

Rhode Island Hospital/Brown University Radiology

Wendy Huang NYU Medical Center Emergency Medicine

David Jackman Beth Israel/Deaconess Medical Center Medicine

Shuba Kamath Mt. Sinai Hospital(NY) Pediatrics-Primary

Sarasa Kimata Temple University Hospital Medicine

Michael Klein University North Carolina Hospital Family Practice

Anne Ko Mt. Sinai School of Medicine(NY)-Cabrini Medicine-Prelim

New York Eye & Ear Infirmary Ophthalmology

Eli Kramer Baystate Medical Center(MA) Medicine

Richard Lavi MetroHealth Medical Center(OH) Med/Peds

Jane Li University of Massachusetts Medical School Family Practice

Lenny Lu McGaw Medical Center/Northwestern University Plastic Surgery

Sharon Malcolm Roger Williams Hospital Medicine

Michele Mathieu Rhode Island Hospital/Brown University Pediatrics

Edward Maxwell University of California-San Francisco Psychiatry

Jennifer Mbuthia Tripler Army Hospital, Hawaii Pediatrics

Lisa Menard Hunterdon Medical Center(NJ) Family Practice

Sanjay Naik NYU Medical Center Medicine

Imran Omar MacNeal Hospital(IL) Transitional

Thomas Jefferson University(PA) Radiology

Julie Pan McGaw Medical Center-Northwestern University Psych

Joel Park Rhode Island Hospital/Brown University Med/Peds
Michael Passero Boston University Medical Center Medicine

Maitri Patel Harvard Longwood Psychiatry

Rick Quiles Nassau County Medical Center Pediatrics

Erica Quinn University Hospital-Jackson(MS) Family Practice

Michelle Quiogue Kaiser Permanente(Los Angeles) Family Practice

Fred Randolph Hospital of the University of Pennsylvania Emergency Medicine

Sandhya Rao University of Massachusetts Medical School Ob/Gyn

(cont.)
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Table 3. (cont.) Brown University School Of Medicine

Class Of 2000 Residency Positions

Name of Graduate Hospital Name/Medical School Affiliation Specialty

Seth Rosen Mt. Sinai Hospital(NY) .. Medicine

Lenore Saulsberry Tuscaloosa Family Practice .. Family Practice

Joshua Schiffman Stanford University .. Pediatrics

Heather Schlott Dartmouth-Hitchcock .. Pediatrics

Charles Shen Bridgeport Hospital .. Radiology

John Shen Brown University Internal Medicine Residency .. Medicine-Prelim

Roger Williams Hospital .. Dermatology

Teena Shetty St. Elizabeth’s Medical Center(MA) .. Medicine-Prelim

New York Hospital/Cornell University .. Neurology

Lewis Shin Winthrop University Hospital(NY) .. Medicine-Prelim

Winthrop University Hospital(NY) .. Radiology

Robert Shin NYU Medical Center/Hospital for Joint Diseases .. Orthopedic Surgery

Suzanne Strubel-Lagan .. Women & Infants Hospital/Brown University ... Ob/Gy

n

Nana Tchabo Georgetown University Hospital ... Ob/Gyn
Michael Tobias Einstein/Montefiore ... Surgery-Prelim

Einstein/Montefiore ... Neurosurgery

Andrea Tom Santa Clara Valley Medical Center(CA) ... Medicine

Nhan Tran Beth Israel/Deaconess Medical Center ... Medicine-Prelim

Kavita Vijayaraghavan .... Johns Hopkins Hospital ... Medicine

Anjali Viswanathan Atlanta Medical Center ... Medicine

Danielle Marder Walker... NYU Medical Center ... Medicine-Primary

Eric Walsh Rhode Island Hospital/Brown University ... Orthopedic Surgery

Selvi Williams Beth Israel/Deaconess Medical Center ... Medicine

Tony Wong Kaiser-Permanente-Oakland ... Medicine

Serena Wu University of Chicago ... Ob/Gyn
Annoel Yabes Kaiser-Permanente-Oakland ... Medicine

Jeannie Yang University of Wisconsin Hospital/Clinics ... Surgery

Carmela Yarlagadda University of Texas Southwest Medical School-Dallas ... Pediatrics

Vamsi Yarlagadda University of Texas Southwest Medical School-Dallas ... Pediatrics

Kevin Yeh Lahey Clinic(MA) ... Medicine

Vasilios Zerris New England Medical Center/Tufts University ... Surgery-Prelim

New England Medical Center/Tufts University ... Neurosurgery

while political science was the most

popular choice among those majoring

in the social sciences

Where They Are Going
Internal medicine remained the

most popular specialty (19 graduates);

pediatrics placed second (12 gradu-

ates). The number of graduates going

into diagnostic radiology (11%) was

unusually high this year. Nationally,

only about 3% of graduates enter this

specialty. Table 2 lists the number of

students selecting different types of

residency programs.

The proportion of the class enter-

ing specialties in primary care increased

to 60% of the class from 53% in the

previous year. This includes the fields

of internal medicine, pediatrics, fam-

ily practice, medicine/pediatrics, and

obstetrics and gynecology. Figure 1 il-

lustrates the specialty choices of the

Class of 2000.

The actual number of graduates

who will eventually practice primary

care after completing their graduate

medical education training will be

smaller than the 60% reported here, if

the past is any indication. An analysis

of longitudinal data collected by the

AAMC of the graduates of the classes

of 1987-1991 reveals that over half of

the graduates who enter residency pro-

grams in internal medicine end up in

a subspecialty of internal medicine,

such as cardiology, as will about a quar-

ter of those entering residency train-

ing in pediatrics.

The data for Brown graduates are

similar to the national AAMC longi-

tudinal study data. Of those Brown

graduates in the MD classes of 1987-

1991, only 46% of those entering resi-

dencies in internal medicine actually

went into general internal medicine

practice. In pediatrics, the figure is

59%. Among the primary care residen-

cies, only family practice does not ex-

hibit this pattern. Actually, the number

of graduates in those five classes who

eventually enter family practice is

greater than those who started out that

way by about 14%. The AAMC data

do not report subspecialization in ob-

stetrics and gynecology. The Brown

data show that 96% stay in the field of

obstetrics and gynecology, but the pro-

portion who subspecialize is not

known. Applying this data to this class,

about 34 graduates (42%) will actu-

ally practice in primary care.

The proportion of U.S. medical

school graduates entering primary care

specialties fell from the previous year

to 51%, the lowest since 1995. For

the sixth consecutive year, more than

50% ofU.S. medical school seniors will

pursue training in internal medicine

240
Medicine and Health / Rhode Island



Table 4. Where Graduates Are Going

For Residency

State Number Percentage

Alabama 2 2.5

California 8 10.1

Connecticut 1 1.3

District of Columbia 1 1.3

Florida 1 1.3

Georgia 1 1.3

Hawaii 1 1.3

Illinois 4 5.0

Maine 1 1.3

Maryland 3 3.7

Massachusetts 15 19.0

Michigan 1 1.3

Mississippi 1 1.3

New Hampshire 1 1.3

New Jersey 2 2.5

New York 14 17.7

North Carolina 1 1.3

Ohio 1 1.3

Pennsylvania 3 3.7

Rhode Island 11 13.9

South Carolina 1 1.3

Texas 3 3.7

Washington 1 1.3

Wisconsin 1 1.3

TOTAL 79 100%

[includes ALL students with PGY-1 positions in Class of 2000]

(25%), pediatrics (13%), and family practice (14%), ac-

cording to the AAMC. 1 (The AAMC does not include ob-

stetrics and gynecology among the primary care specialties.)

Table 3 lists the Class of 2000 graduates and where

they will be doing their residency training. Ofthe 79 gradu-

ates who will enter residency training next year (2 are de-

laying their residencies for 1 or more years), 11 graduates

(14%) matched with Brown-affiliated residency programs

and will be staying in the state. Providence was the most

popular metropolitan area for the graduates with 1 2 mem-

bers of the class headed there. Boston and New York City

were the second most popular locale, with 1
1
graduates

each locating there.

Massachusetts is the most popular state for residency and

will be the home for 1 5 graduates next year. New York State

ranks as the second most popular state for residency training.

Table 4 lists those states where the graduates will be going for

their first year of residency training. A majority of the Class

of 2000, 66%, will stay in the cold Northeast, up from 57%
in the previous class. Thirteen percent of graduates will go to

the West Coast, up slightly from 11% last year.

Conclusion
Brown medical school graduates seem to be bucking

the tide by maintaining a strong interest in primary care,

even as interest ebbs nationally.

References
1. NRMP Reports Decline in Number of Non-U. S. Citizen

IMGs Registered to Participate in Match 2000. Association

ofAmerican Medical Colleges press release, March 16, 2000:

http://www.aamc.Org/newsroom/pressrel/0003l6.htm.5

Stephen R. Smith, MD, MPH, is Associate DeanforMedi-

cal Education and Professor ofFamily Medicine.

Alexandra Morang is Director ofMedical StudentAffairs.

Hilary Sweigart is an administrative assistant.

Janice Viticonte is a senior secretary.

All are with the Brown University School ofMedicine.

Correspondence:
Stephen R. Smith, MD, MPH
Brown University School of Medicine

Box G-A2 1

8

Providence, RI 02912

phone: (401) 863-2894

fax: (401) 863-3801

e-mail: Stephen_R_Smith@Brown.edu

241
Vol. 83 No. 8 August 2000



242

The Pathophysiology of Poor Teaching

S
tephen Abrahamson wrote a clas-

sic article in medical education

in 1978 entitled “Diseases of the

Curriculum.” 1 In the same vein as

Abrahamson’s curriculum sclerosis, I

use a medical metaphor to describe and

explain the causes for poor teaching in

medical schools. While Abrahamson’s

masterpiece focused more on the de-

scription of the diseases as a patholo-

gist might describe the gross and

microscopic specimen, I will focus

more on the mechanisms of “disease,”

as the clinician might describe the

pathophysiology of a disorder.

No department at the Brown Uni-

versity School ofMedicine or any other

medical school, for that matter, exhib-

its all the “signs and symptoms” de-

scribed below. Indeed, many of our

departments are the “picture of health”

when it comes to the quality of the

teaching of their faculty. What follows

might be considered the “textbook” de-

scription of the full-blown disorder of

poor teaching.

Genetic Coding Errors

The inciting injury appears to

have its origin in the nucleus of the

teaching cell, that is, the department.

An error in genetic coding occurs in

which the departmental academic plan

suffers a knock-out of its medical stu-

dent teaching gene. The transcribed de-

partmental academic plan consequendy

is complete except for any consideration

ofthe medical student teaching respon-

sibilities of the department. The rest of

the genetic code remains intact, which,

for the basic science department, in-

cludes the teaching responsibility for

graduate students and, in most cases,

the teaching responsibilities for under-

graduates concentrating in that disci-

pline. For clinical departments, the

teaching responsibility for residents

and fellows also remains largely unaf-

fected. The research genes for both

basic science and clinical departments

are never affected.

Stephen R. Smith, MD, MPH

The error in transcription of the

departmental academic plan results in

a translational error for the job descrip-

tion for faculty recruitment. The ad-

vertised position lacks any mention of

medical student teaching responsibili-

ties. The search plan likewise reflects

the translational error as reflected in the

journals in which the job position is

advertised, all ofwhich are highly spe-

cialized research journals.

The search plan also omits any

mechanisms by which the prospective

faculty member would have his or her

teaching abilities judged. Thus, while

the applicant is required to submit re-

search papers for the search

committee’s review, no teaching evalu-

ations must be submitted. Finalist ap-

plicants are expected to present their

research findings in seminars or lec-

tures, but are not required to actually

teach medical students during their

visit.

The genetic error is so complete

that potentially self-correcting mecha-

nisms are also deleted. No medical stu-

dents are included in the search

committee membership and the search

plan is not reviewed by the associate

dean for medical education.

Disorders of Implantation

Having selected a faculty member

based upon the genetically altered

search plan, new faculty members typi-

cally lack medical student teaching re-

ceptors. This deficit could be

compensated for, at least partially, ifthe

department had in place a structured

support system for new faculty to ac-

quire teaching skills. However, this

compensatory system is usually atro-

phic.

Compounding the problem, new

faculty are recruited with the promise

that they will not have to teach for the

first couple ofyears so they can get their

research firmly established. By that

time, faculty members have usually es-

tablished their research so well that they

are devoting twice the percentage of

time to that endeavor than their re-

search grants are paying for, thus leav-

ing them with the feeling that they have

no spare time for teaching. This makes

implantation into the teaching pro-

gram more difficult.

In clinical departments, service

demands complicate the picture. All

faculty are expected to generate enough

patient revenue to maintain the high

incomes that academic physicians have

come to expect in the past few decades.

Since third-party reimbursements have

decreased per unit of service, faculty

must generate more units of service to

maintain net income. This means more

time seeing patients unencumbered by

medical students who slow faculty

members down and less time for teach-

ing.

Disorders of Teaching
Despite the faulty receptors that

impair implantation in the medical

school curriculum, new faculty usually

do end up teaching medical students.

The disease of poor teaching becomes

symptomatic and observable at this

point in the disease process.

One of the earliest signs of poor

teaching is a form of coprolalia in

which the faculty member has an un-

controllable urge to initiate commu-

nication with the students with

statements like, “There is no way that

I can possibly teach you all that you

need to know in the ridiculously short

amount of time allocated to this sub-

ject.

This is usually followed by an at-

tempt to nevertheless present to the

students all the information anyway.

This takes the form of overhead slides

crammed with text too small to read

except for those in the first row ofseats,

which is whisked off the projector be-

fore even those students can transcribe

more than a fraction of the contents.

Any protests that the slide went

by too quickly are met with the rejoin-
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der that “it’s all in your textbook any-

way,” which, while true, makes stu-

dents wonder why the lecture was

necessary in the first place. The same

information can be found in the 200

pages of small print assigned per class,

which can be easily read by a reader of

average speed in about 12 hours.

The preferred method of assess-

ment in this disorder is some form of

“objective” testing in which students

must interpret poorly written test items

to figure out which specific piece of

minutiae the instructor wants them to

recall or recognize from memory. This

syndrome of force feeding of large

quantities of factual information that

students are supposed to be able to re-

gurgitate on demand is known as

bulemic teaching.

Diagnosis

Although poor teaching is symp-

tomatic and observable at this stage of

the disease, it often goes undetected by

anyone except the students. Since di-

rect methods of monitoring, such as

having more experienced teachers ob-

serve the novice teacher, are generally

not considered culturally acceptable,

indirect monitoring is used instead.

This usually consists ofteaching evalu-

ations completed by the few students

who persist in attending class instead

of studying on their own. Even these

data sometimes get misplaced before

reaching a central data processing lo-

cation.

Once entered into a computer sta-

tistical program approximately three

months later, the teacher will receive a

report consisting of numbers to the

tenth of a point beside an integer, such

as “
1 . 2.9.” A separate sheet will some-

times accompany the data report indi-

cating what teaching skill the number
“1

’’relates to, such as organization, and

what the rating scale is (l=poor, 5=ex-

cellent). Thus, the faculty member
learns that his or her organization is a

2.9.

Oftentimes, this is as far as the

data get. The data are available to the

department chairman who only needs

to go the office where the data are kept

in the medical school administrative

offices and request to see the figures.

At that point the department chairman

will also know that the new faculty

member’s organization is a 2.9.

How good or bad is 2.9? Unlike a

serum creatinine, teaching ratings do

not have a range of normal. Obviously,

it’s not poor, since that would be a 1 .0.

Okay, so it’s not excellent, but this is

the faculty member’s first year of teach-

ing. Perhaps the department chairman

may suggest to the instructor that he

or she should try to work on organiza-

tion. Unfortunately, the faculty mem-
ber may be clueless on what should or

could be done, because if the instruc-

tor understood what excellent or even

good organization was in the first place,

he or she would have done that. Thus,

the feedback mechanisms that might

be able to ameliorate poor teaching are

dysfunctional as well. The feedback sig-

nal is too weak and nonspecific to pro-

duce a useful effect.

This syndrome offorce

feeding oflarge

quantities offactual

information that students

are supposed to be able to

regurgitate on demand is

known as bulemic

Management
Conservative interventions to im-

prove the condition are often of lim-

ited value. The patient is often in a state

of denial. Few incentives exist to mo-

tivate change in behavior. Indeed, the

new faculty member is often warned

not to put too much time or effort into

teaching because that will only detract

from the things that are really impor-

tant for career advancement, namely

research.

When confronted with irrefutable

evidence of student dissatisfaction,

poorly rated instructors will often re-

act defensively, saying that students

don’t like them because they maintain

high standards and don’t pander to the

students or spoon-feed them. Some-

times they will add their dismay at how

the students at this institution seem

spoiled and poorly prepared. They

should not be expected to provide re-

medial teaching to students who lack

the necessary background for their

course.

When conservative therapy fails,

more radical therapy carries significant

risk and only remote promise of suc-

cess. This consists of surgically remov-

ing poor teachers from the teaching

program. While this may remove the

immediate lesion, it does nothing to

change the underlying disease process.

Surgical removal creates its own prob-

lems, leaving a void in the tissue that

is not easily filled. It often creates in-

flammation in the affected department

directed at the force that caused the re-

moval. This results in a scar that may

not be much better than the preopera-

tive status of the teaching situation. Ei-

ther someone else in the department

must replace the excised teacher, which

is accepted only reluctantly, or large

sums of money must be spent to hire

adjunct faculty to do the job. Of
course, these additional funds must

come from the dean’s office, not from

the department’s budget.

Oftentimes, the excised faculty

member is removed only from the

medical student teaching program, but

remains in the department, now freed

to devote more time to more impor-

tant matters. In those cases where the

faculty member is not retained in the

department, the cycle begins again,

only to repeat the same dysfunctional

patterns.

Strategies for Change
The tongue-in-cheek medical

metaphor contains enough elements of

truth to suggest ways that could im-

prove teaching. First and foremost, the

academic plans of departments must

recognize the importance of their

medical student teaching responsibili-

ties and assign to it the same high pri-

ority given to research and, in the case

of clinical departments, clinical service.

This priority should be reflected

in faculty search plans. The expected

teaching responsibility should be
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prominently described and placed be-

fore research and service responsibili-

ties. Advertisements should specify that

applicants should have a demonstrated

track record of excellence in teaching.

Advertisements should be placed in

professional journals of a general na-

ture that are likely to be read by pro-

spective candidates who have an

interest in teaching as well as research.

Candidates’ resumes should be care-

fully reviewed for evidence of teaching

experience and teaching evaluations

should be requested. Candidates who

are invited for interviews should be

asked about their teaching activities,

their philosophy of teaching, and their

approach to teaching, especially their

approach to students who are having

difficulty. They should be invited to

teach while on campus, if this is prac-

tical.

Not all faculty recruitments need

to be or should be conducted with

teaching as the highest priority. On the

other hand, neither should all faculty

recruitments be focused on the research

or service goals of the department. An
appropriate balance needs to be

achieved. This has not been the case

despite the indisputable fact that teach-

ing medical students is the only unique

function ofmedical schools and should

be their primary mission.

New faculty need to be encour-

aged and supported in their teaching

role. They should be assigned to a more

experienced and skilled teacher-men-

tor. In this relationship, the new fac-

ulty member should feel safe to discuss

specific teaching goals with the men-

tor, who can provide a friendly cri-

tique and coaching. New faculty

should be given release time to partici-

pate in teacher development programs,

and their participation in such pro-

grams should be required.

Teaching evaluations need to be

helpful to the teacher; mere numbers

won’t suffice. Student evaluations need

to include specific and detailed com-

ments. All faculty, but especially new

faculty, should be encouraged to ob-

tain student feedback midway through

their course of instruction, not just at

the end. This allows the faculty to make

midcourse adjustments and try out al-

ternative methods immediately rather

than waiting until the following teach-

ing cycle. Faculty should request that

their mentors, course leaders, or con-

sultants from the teacher development

program, like the Harriet W. Sheridan

Center for Teaching and Learning at

Brown University, sit in on classes to

observe their teaching and offer feed-

back. Faculty who undertake such a

program should be awarded certificates

of completion. Promotion committees

should expect that new faculty have

such certificates as part of their pro-

motion dossier; its absence should be

a matter of serious import in promo-

tion decisions.

Promotion committees must treat

teaching excellence and scholarship

with the same rigor and seriousness

with which they treat research excel-

lence and scholarship. Many medical

schools, including Brown, now have

separate tracks for academic promotion

for teacher-scholars and research-schol-

ars. Yet faculty remain skeptical that

their teaching efforts will be afforded

the same consideration as the number

of their research publications. I believe

that faculty who are truly excellent

teachers and who contribute to the

scholarship of teaching do get pro-

moted and this fact should be widely

disseminated. However, I believe also

that faculty who are poor teachers also

get promoted and this sends the wrong

message. All full-time academic faculty

must be held to a standard of being

good, if not excellent, teachers, just as

all faculty are required to be scholars

as well as teachers. Promoting bad

teachers simply because they are excel-

lent researchers or highly productive

clinicians is as inappropriate as promot-

ing excellent teachers who are not also

competent scholars.

Finally, good teaching needs to be

supported with adequate resources. Just

as faculty demand and receive pro-

tected time to engage in research, so,

too, must faculty be given protected

time for their teaching. This boils down

to money. Medical schools must be

willing to channel financial resources

to support teaching in the core curricu-

lum. Reciprocally, faculty must be held

accountable for their teaching respon-

sibilities. Better systems need to be

developed to document teaching quan-

tity and quality at the medical student

level.

The pathophysiology of poor

teaching is well understood. The thera-

peutic interventions that offer reason-

able hope for improvement are also

available. All we need is the determi-

nation to act.
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The Practicing Physicians of Rhode Island:

Medical Schools Attended

Nikki Samaras Deary, RobertJ. Sullivan, Jr., Milton W. Hamolsky, MD, Stanley M. Aronson, MD, MPH

Abbreviations Used:

BMLD Board of Medical Licensure &
Discipline

WHO World Health Organization

F
rom time to time, the Rhode Is-

land Board of Medical Licensure

& Discipline [BMLD] issues re-

ports providing the readership ofthis jour-

nal with demographic profiles concerning

the licensed physicians ofRhode Island.
1

9

The present report summarizes the medi-

cal schools attended by 4,578 licensed al-

lopathic physicians of this state, garnered

from the computer listing since 1991.

Source of Information

The BMLD maintains a data base

on each of the licensed physicians in

Rhode Island accessible through the

Internet
10

; and amongst the items so

gathered for each licensee are the name

[and location] of the medical school at-

tended and the years that the degree of

MD [or its equivalent] were granted.

Records on 4,578 physicians are in-

cluded in this data base. This group also

includes many physicians who have re-

tired, reached emeritus status, or died dur-

ing the past decade; in addition, there

are others who currendy still hold Rhode

Island medical licenses butwho limit their

medical practice to states other than

Rhode Island. Only an estimated 2,900

ofthese 4,578 physicians are currendy ac-

tive practitioners within the state ofRhode

Island. By using the broader data base of

4,578, the authors believe that they might

portray more accurately the patterns

- and trends - offormal medical edu-

cation undertaken by this states al-

lopathic physicians.

The 4,578 physicians were

separated into four categories: fe-

male physicians granted the MD degree

on or before 1970 [1 18]; male physicians

granted the MD degree on or before

1 970 [ 1 , 1 32] ; female physicians granted

the MD degree on or after 1971 [981];

and male physicians granted the MD
degree on or after 1971 [2,347].

The United States and

Canada possess 143

medical schools; and

graduates of123 ofthese

schools ofmedicine

currently hold licenses to

practice medicine in

Rhode Island.

Much of the information concern-

ing the status of medical schools in na-

tions other than the United States and

Canada was derived from periodicals is-

sued by the World Health Organization

[WHO], a division of the United Na-

tions, based in Geneva, Switzerland.
11

Findings

Table 1 summarizes the location of

the attended medical schools according

to the four categories described above.

The majority of local practitioners

[79.2%] received their formal medical

education in United States schools of

medicine. An additional 2.2% received

their degrees from Canadian institutions.

The remaining 18.6% are graduates of

medical schools outside of the United

States, situated in one or another of the

six inhabited continents.

Table 2 provides the numbers of

Rhode Island physicians [1,1 62] attend-

ing one of the nine accredited medical

schools of New England. These nine

schools, on average, graduate 934 physi-

cians annually. Of the 268 physicians

who obtained their MD degree from a

New England medical school on or be-

fore 1970, three medical schools domi-

nated: Tufts [with 45.9% of the older

New England graduates], Harvard [with

19.4%], and Boston University [with

19.0%.] The medical schools at Brown,

University of Connecticut and Univer-

sity of Massachusetts had not as yet

graduated their first classes in 1970.

When all of the New England-trained

MDs are considered, including those

with medical degrees granted after 1970,

Brown graduates predominate amongst

the licensed physicians of this state, ac-

counting for 28.1 %; Tufts graduates pro-

vided an additional 21.3% and Boston

University, 16.0%. Table 2 also yields

information on the years that these nine

allopathic medical schools were founded

[Harvard, the oldest, in 1782; and Brown

Table 1 . Geographic Locations of Medical Schools Attended by

Physicians Licensed in Rhode Island

Location Women Men Women Men Total**

<1970* <1970 >1970* >1970

United States 40 724 816 1803 3383 [73.2]

Canada 5 30 28 37 100 [2.2]

Europe 22 175 34 135 366 [8.0]

Asia 39 96 52 114 301 [6.6]

Cent/South America 8 43 34 162 247 [5.4]

Middle East*** 2 53 12 58 125 [2.7]

Africa 0 3 2 15 20 [0.4]

Australia 1 0 0 3 4 [0.1]

Not specified 1 8 3 20 32 [0.71

Totals 118 1132 981 2347 4578

*: MD degree granted on or before 1 970 = <1 970 MD degree granted after 1 970 = > 1 970

**: Number and, in parenthesis, percentage.

***: Defined as medical schools situated in Egypt, Jordan, Syria, Lebanon, Iraq and Israel.
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Table 2. New England Medical Schools Attended by
Physicians Licensed in Rhode Island

Name of School Year No. women men women men total

Founded arads* <1970+ <1970 >1970 >1970
Boston 1873 146 5 46 34 101 186

Brown 1973 63 0 0 130 196 326

Connecticut 1968 83 0 0 20 33 5

Dartmouth 1797 58 0 0 21 14 35

Harvard 1782 167 3 49 13 22 87

Massachusetts 1970 92 0 1 30 54 85

Tufts 1893 147 1 122 40 84 247

Vermont 1822 79 2 8 16 55 81

Yale 1813 99 2 29 8 23 62

Total 934 13 255 312 582 1162

*: Number of graduates in 1 985. h MD degree granted on or before 1970 = <1970

MD degree granted after 1970 = >1970

the youngest, in 1973] as well as the av-

erage numbers of yearly graduates from

these institutions.

Table 3 provides similar information

on the Rhode Island-licensed graduates

from the twelve New York State medical

schools [679 physicians] and the fifteen

medical schools situated in the remain-

ing middle Adantic states [604 physi-

cians] . This geographic category includes

New Jersey, Pennsylvania, Maryland and

the District of Columbia. Delaware has

no medical school within its borders.

The State University ofNew York,

with four geographically discrete cam-

puses [Brooklyn, Syracuse, Stony Brook,

Buffalo] has educated 183 of Rhode

Island’s practidoners. New York Univer-

sity [represendng the Bellevue and New
York University Schools of Medicine

amalgamated earlier in the 20th Century]

trained 123 Rhode Island physicians.

Amongst the older middle-Adantic

state trained physicians [ie, those receiv-

ing the MD degree on or before 1970,

numbering 332 physicians] only 4.8%

were women. Amongst the 95
1
physi-

cians receiving the MD degree after

1970, 22.5% were women.

The medical schools of

Georgetown, Jefferson, Pennsylvania and

New Jersey have educated large numbers

ofRhode Island physicians. Collecuvely,

these four schools account for 342 cur-

rent medical practitioners in the state.

Table 4 summarizes the sites ofpro-

fessional education of the 100 Rhode Is-

land physicians who obtained theirMD
degree from Canadian medical schools.

Canada has 16 accredited schools of

medicine stretching from Newfoundland

and Nova Scotia in the east to British

Columbia in the west. Collectively, they

graduate 1 ,873 physicians each year. The

oldest of these, McGill University in

Montreal, was established in 1 832 while

the newest, Calgary, was opened in 1970.

Well over half of the 100 Canadian-

trained Rhode Island physicians attended

medical schools either in Quebec or

Ontario provinces, but what is astonish-

ing is the geographic diversity of this

cadre of 100 physicians. There are Rhode

Island physicians representing every one

of the 16 Canadian medical schools but

one [British Columbia.]

Many of the physicians licensed in

1895 by the state of Rhode Island had

been educated in Canadian schools and

had then migrated to Rhode Island to

provide medical care for the many French-

speaking workerswho emigrated from the

eastern Canadian provinces seeking jobs

in the growing textile mills of 19th Cen-

tury Rhode Island. Indeed, over a century

ago, there were many communities within

the state where the predominant language

was French and where custom dictated

that French-speaking physicians be re-

cruited particularly from the smaller towns

ofQuebec Province. 5

Table 5 summarizes the status of in-

stitutions offering medical education in the

Table 3. Middle Atlantic Medical Schools Attended By
Physicians Licensed in Rhode Island*

Name of School Year No. Women Men Women Men Total

Founded Grads# <1970+ >1971+

Albany 1955 128 1 14 9 33 57

Columbia 1767 157 2 26 12 47 87

Cornell 1898 121 0 17 15 33 65

Einstein 1955 183 0 2 19 24 45

Mt Sinai 1968 131 0 0 14 20 34

NY Med 1860 197 0 5 7 16 28

NYU 1842 171 1 47 20 55 123

Rochester 1925 91 1 13 12 31 57

State U NY**
*

567 3 36 43 101 183

Total fNY Statel 1746 8 160 151 360 679

Georgetown 1851 201 1 38 15 67 121

George Wash. 1853 151 0 10 14 26 50

Hahnemann 1848 170 1 12 6 28 47

Johns Hopkins 1893 120 1 17 3 12 33

Howard 1868 118 0 2 0 3 5

Jefferson 1824 211 0 27 9 25 61

Maryland 1807 172 0 13 7 14 34

Med Coll Penn 1850 120 3 0 6 10 19

U Penn 1765 146 0 16 17 39 72

Penn St. 1967 97 0 0 0 11 11

Pittsburgh 1883 131 0 0 5 13 18

New Jersey***
***

184 0 13 18 57 88

Temple 1901 180 2 8 9 13 32

Uniformed Serv. 1976 121 0 0 2 11 13.

Total fMid-Atlantic.otherl 2122 8 156 ILL 329 604

Total [Mid-Atl.] 3868 16 316 262 689 1283

*: Middle Atlantic region jurisdictions with medical schools: New York, New Jersey, Pennsylvania, Maryland,

District of Columbia.

#: Average number of graduates, per year, using data from 1985.

**: State University of New York has four medical campuses located in Syracuse [founded 1 834], Buffalo [founded

1846], Brooklyn [founded 1860] and Stony Brook [founded 1962.]
***: College of Medicine & Dentistry of New Jersey has two medical campuses located at Newark [founded 1 956]

and Piscataway [founded 1966.]
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Table 4. Canadian Medical Schools Attended By
Physicians Licensed In Rhode Island

School Year Avg. No. women men women men Total

Founded arad* <1970+ <1970 >1970 >1970
Alberta 1913 113 0 1 1 3 5

British Columbia 1950 117 0 0 0 0 0

Calgary 1970 71 0 0 1 1 2

Dalhousie 1868 92 0 3 1 1 5

Laval 1853 152 0 3 0 1 4

Manitoba 1883 141 0 3 2 2 7

McGill 1832 205 3 8 12 16 39

McMaster 1969 94 0 0 4 1 5

Memorial [Newf.] 1969 48 0 0 1 0 1

Montreal 1878 197 1 2 1 0 4

Ottawa 1945 75 0 2 2 1 5

Queens 1854 80 0 1 1 2 4

Saskatchewan 1926 57 0 2 0 1 3
Sherbrooke 1966 90 0 0 1 1 2

Toronto 1887 236 0 2 1 6 9

West.Ontario 1878 105 1 3 0 1 5

Total 5 30 28 37 100

*: Average number of graduates per year in 1 985. +: MD degree granted on or before 1 970 = <1 970

MD degree granted after 1970 = > 1970.

world of1985. This particular year, 15 years

prior to the year 2000, was chosen because

the practicing physicians of Rhode Island

had received their MD degrees, on aver-

age, 1 5 years prior to the year 2000.

Of the 1 59 nations of the world, in

1985, 115 maintained registered allo-

pathic medical schools. The numbers of

medical schools per nation varied from a

low of one [typical of most African na-

tions] to highs of 127 [United States],

114 [China], 106 [India], 87 [USSR],

80 [Japan], 76 [Brazil] and 57 [Mexico.]

A total of 1,338 WHO-registered

world-wide medical schools graduated

166,895 physicians in 1985. TheWHO,
however, acts solely as a registering agency.

It neither establishes standards, undertakes

on-site inspections, nor even attempts to

verify the information submitted by each

member nation. Furthermore, some na-

tions [eg, East Germany], in 1985, de-

clined to submit any data on their medical

schools contending that such data was

confidential. In general, then,WHO re-

ports are only modestly reliable but they

represent the only global compilation of

international schools ofmedicine and the

sole source for numbers of physicians an-

nually graduated by these institutions.

Table 6 lists the overseas locations of

the medical schools which formally edu-

cated 1 ,1 58 physicians currently licensed

to practice medicine in Rhode Island.

Seventy-two nations, on six conti-

nents, provided the education for these

1,158 practitioners. In Europe 25 of the

27 nations with established medical

schools were involved in the medical edu-

cation of Rhode Island’s current roster

of licensed physicians; the only excep-

tions were Denmark and Finland. Italy,

however, dominated in having educated

131 of the 366 Rhode Island physicians

educated in Europe. The majority of

these Italian-trained physicians attended

the University in Bologna.

Fourteen Asian nations, principally

India, the Philippines and Pakistan, pro-

vided formal medical education for 301

Rhode Island physicians. The University

of Santa Tomas, in Manila, provided

more of these physicians, 37, than any

other Asian school.

While there are 14 Middle East na-

tions with established schools ofmedicine,

only six [Egypt, Syria, Lebanon, Israel,

Jordan and Iraq] provided education for

125 Rhode Eland physicians. Egypt, more

than any other Middle East nation, pro-

vided formal medical education for Rhode

Eland doctors [44 physicians]

.

There are 239 recognized medical

schooE in the Caribbean region, Central

and South America. Mexico has 57 schools,

Brazil, 76 schooE and Colombia, 21

schooE. Most of the other nations of this

region have but one national medical

school. Ofthe 245 Rhode Eland physicians

with medical diplomas from Western

Hemisphere nations south of the United

States, over half were trained either in

Mexico [87], the island of Dominica [33]

or the island ofGrenada [26].

Comment
There are, amongst the practitioners

of Rhode Eland, graduates of some of

the most venerable and prestigious of

international medical schooE. These in-

clude schools of medicine in Padua

[founded in 1361], Bologna [founded in

the 14th Century], Montpellier [founded

in 1180], Leyden [founded in 1575], and

Edinburgh [founded in 1726].

The United States and Canada pos-

sess 143 medical schooE; and graduates

of 1 23 of these schooE of medicine cur-

rently hold licenses to practice medicine

in Rhode Eland.

In terms ofsites offormal medical edu-

cation for their licensed physicians, the state

of Rhode Eland can boast of an astonish-

ing measure ofdiversity. Allopathic physi-

cians ofRhode Eland can point to virtually

every state in this country, almost every

province in Canada and almost every na-

tion of the world as their sites of formal

preparation for the practice ofmedicine.

Table 5. Distribution of Medical Schools Recognized by
World Health Organization

Region No. Nations with

medical schools

No. Med Schools No. Graduates

Der vear

Africa 23 53 2,321

Asia 22 482 63,439

Europe 27 354 59,984

Latin America* 26 239 16,178

Middle East** 12 53 8,022

Oceania
***

3 14 1,788

United States 1 127 13,290

Canada 1 16 1.873

Total 115 1,338 166,895

*: Includes nations of Caribbean region, Central and South America.
**: Includes Egypt, Jordan, Syria, Lebanon, Israel, Iraq, Libya, Tunisia, Algeria and Morocco.
***: Includes Australia, New Zealand and Fiji.
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Table 6. Licensed Physicians of Rhode Island with

Medical Degrees from Overseas Schools of Medicine

Continent Women Men
Europe 56 [27.1%]* 310 [35.1%]

Latin America** 41 [18.8%] 206 [23.2%]

Asia 89 [49.0%] 208 [23.6%]

Middle East*** 14 [6.8%] 111 [12.6%]

Africa+ 2 [1 .0%] 18 [2.0%]

Australia,

New Zealand, Fiji 1 [0.5%] 3 [0.2%]

Not specified 4 [1 .9%] 28 [3.2%]

Total 207 884

*: Number and, in brackets, percentage
**: Includes nations of Caribbean region, Central and South America.
***: Defined as Egypt, Jordan, Syria, Lebanon, Israel, Iraq, Libya, Tunisia,

Algeria and Morocco. + Nations of subSaharan Africa
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The Emergence of Bioterrorism as a Public Health Con-

cern in the 2 1 st Century: Epidemiology and Surveillance

(First in a series of articles)

Thomas Bertrand, MPH, Utpala Bandy, MD, MPH, Gregory T. Banner, MS, and Walter S. Combs, Jr., PhD

Abbreviations Used:

BT bioterrorism

CDC Centers for Disease Control and

Prevention

HEALTH Rhode Island Department of

Health

WMD weapon of mass destruction

Background
Unbeknownst to Sir Jeffrey Amherst

in 1763, he essentially was initiating the

first documented “bioterrorist” acts in the

Western Hemisphere. In an effort to fight

Native American tribes for land in New
England, Sir Jeffrey Amherst, commander

of British forces in North America, wrote

his colonel: “Could it not be contrived to

send smallpox among these disaffected

tribes of Indians? We must on this occa-

sion use every stratagem in our power to

reduce them.” The colonel replied: “I will

try to inoculate them with some blankets

that may fall in their hands, and take care

not to get the disease myself.”
1

Amherst had never heard of viruses,

immunity or vaccination. In fact, a cen-

tury would pass before scientists accepted

the idea that microbes could cause disease.

Amherst did know that Native Americans

were especially vulnerable to the sicken-

ing and disfiguring power ofsmallpox, and

that he could intentionally infect them

with it. His strategy, to strike in a covert

manner without using guns or leaving a

trace, is likely to be employed by terror-

ists today who may use biologic and

chemical agents.

A National and International

Perspective on Bioterrorism

Fortunately, Rhode Island has not

been a target ofa biologic or chemical ter-

rorist activity, with the exception ofhoaxes.

From January 1998 to June 2000, two

bioterrorist threats have been received by

local organizations in Rhode Island. Upon
State and Federal investigation, these

threats have been unsubstantiated claims

of envelopes containing anthrax, with no

subsequent harm or loss of life; the only

impact was minor disruptions to the nor-

mal course of business operations. How-
ever, the City of Providence remains on

Congress’s Nunn-Lugar-Domenici list of

one hundred and twenty possible targets

of bioterrorist activity. This list was cre-

ated in response to growing concern about

the United States’ vulnerability to

a potential deliberate and deadly

attack using chemical, biological,

or nuclear agents - known as weap-

ons ofmass destruction (WMDs).

Heightened concern regard-

ingWMDs occurred after a terror-

ist incident that took place in Tokyo

in 1995, when members of the

Aum Shinrikyo cult placed open contain-

ers of sarin nerve gas on subway cars. The

incident killed twelve, wounded sixty, and

sent 5,500 victims to hospitals. This reli-

gious cult also developed a biological weap-

ons arsenal and attempted to aerosolize

anthrax and botulism spores in downtown

Tokyo.

International investigations also re-

vealed an extensive biological weapons

capability ofthe Iraqi government and the

discovery ofan extensive bioweapons pro-

gram prior to the breakup of the Soviet

Union.

Recent United States experiences with

terrorists include: the World Trade Center

bombing, the Oklahoma Federal Building

bombing, and the U.S. embassy bombings

in Africa. The ability of terrorist groups to

use biological weapons to achieve their goals

is enhanced by the low cost and low tech-

nology necessary to produce large volumes

of agents and the ability to convert readily

available commercial equipment for agent

dissemination.

Because of these concerns, Congress

passed three major laws aimed at prevent-

ing the use of biological weapons and react-

ing to any incident. Those statutes are The

BiologicalWeaponsAct of 1 989, the Chemi-

cal and Biological Control and Warfare

Elimination Act of 1 99 1 , and the Anti-Ter-

rorism and Effective Death Penalty Act of

1996. In the Anti-Terrorism Act of 1996,

Congress specified that the Centers for Dis-

ease Control and Prevention (CDC) create

and maintain a list of biological agents with

the “potential to pose a severe threat to pub-

lic health and safety.”

CDC developed regulations govern-

ing biological agents to accomplish four

goals: 1) the identification of biological

agents that are potentially hazardous to the

public health; 2) monitoring procedures

for acquiring and transferring of the re-

stricted agents; 3) safeguards for the trans-

portation of agents; and 4) a system to

alert law enforcement agents when an at-

tempt is made to acquire a restricted agent.

CDC has placed twenty-four infectious

agents and twelve toxins on the restricted

list (Table 1).

The listed agents are those consid-

ered to have the potential to be biological

weapons. The diseases they cause can ei-

ther incapacitate or kill. Importantly, the

restricted agents are not the only agents

that can be used for bioterrorism. A 1 984

Salmonella outbreak in The Dalles, Or-

egon, was linked to a religious cult that

wanted to influence the outcome of an

election. Salad bars at ten restaurants were

contaminated with Salmonella

typhimurium on different occasions. In a

county that usually had five cases of Sal-

monella a year, 751 cases were docu-

mented. The public health surveillance

system identified the outbreak, and the

source of the outbreak was discovered

during an FBI investigation ofthe cult for

other criminal activity. During this in-

vestigation, the FBI staffdiscovered a bio-

logical laboratory and a vial containing

Salmonella of the same strain as that iden-

tified in the outbreak.

The increasing awareness of the

United States’ vulnerability to a

bioterrorist incident, coupled with the

growing unease about the simplicity of

making and using biological and chemi-

cal weapons, has prompted Congress to
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Table 1. List of Restricted Agents

Viruses* Toxins**

Crimean-Congo hemorrhagic Fever Abrin

Eastern equine encephalitis Aflatoxins

Ebola Botulinum toxins

Equine morbilliviurs Clostridium perfringens epsilon toxin

Lassa Fever Conotoxins

Marburg Diacetoxyscirpenol

Rift Valley fever Ricin

South American hemorrhagic fever Saxitoxin

(Junin, Machupo, Sabia, Flexal, Shigatoxin

Guanarito) Staphylococcal enterotoxins

Tick-borne encephalitis complex Tetrodotoxin

Variola major (smallpox) T-2 toxin

Venezuelan equine encephalitis

Viruses causing hantavirus pulmonary syndrome

Bacteria* Fungi

Bacillus anthracis Coccidioides immitis

Brucella abortus, melitensis, susis

Burkholderi mallei Rickettsiae

Burkholderi pseudomallei Coxiella burnetii

Clostridium botulinum Rickettsia prowazekii

Francissella tularensis Rickettsia rickettsii

Yersiia pestis

‘Exemptions for vaccine strains provided
** Exemptions for toxins for medical use, inactivated for use in vaccine, or

toxin preparation for biomedical research

make funding and domestic preparedness

a priority. As a result, the Rhode Island

Department ofHealth has received fund-

ing for the following bioterrorism focus

areas: Epidemiology and Surveillance,

Laboratory, and the Health Alert Net-

work.

The grant program will also enable

HEALTH to enhance infrastructure in sev-

eral important areas, including the capac-

ity to address emerging infections and to

respond to health-related emergencies. In

addition to the enhancement of the sur-

veillance and epidemiology functions de-

scribed here, the grant provides funds to

develop capacity for laboratory testing for

organisms that may be used by terrorists.

Further, HEALTH is working with the

Hospital Association of Rhode Island and

the cities and towns to build capacity to

respond to terrorist events.A key compnent

of this effort is creation of a system for se-

cure electronic communication among

HEALTH and its partners.

Bioterrorism Planning Efforts

in Rhode Island: Epidemiology

and Surveillance

Bioterrorism attacks may be an-

nounced, as in the anthrax hoaxes recently

experienced in Rhode Eland, or more likely

may be covert as in The Dalles, Oregon,

case. The agents listed as most likely to be

used as weapons are smallpox, anthrax, and

plague. The first evidence of their use will

most likely be cases that present in hospital

emergency rooms. Most health care pro-

viders have not seen a case of smallpox,

anthrax, or plague, and early diagnosis and

reporting is essential not only for the case,

but also to initiate preventive and thera-

peutic measures for other exposed individu-

als.

Overall, the role of surveillance and

epidemiology in the event ofa bioterrorist

incident is critical in the rapid detection

of the attack. Performing analysis to as-

sess the public health threat and provid-

ing assistance in the coordination ofhealth

care services during a crisis will be key. The

Division of Disease Control and Preven-

tion, Office ofCommunicable Disease, is

taking the lead in both improving

HEALTH’S internal capacity to perform

these functions, and working with exter-

nal partners (i.e., physicians, hospitals,

and laboratories) to ensure that Rhode Is-

land reaches a high level of bioterrorism

readiness.

The first step towards bioterrorism

preparedness is the streamlining ofdisease

reporting processes so that if a covert

bioterrorist attack occurs, it is quickly de-

tected and reported to HEALTH. The
24-hour HEALTH on-call system (phone

number - 272-5952) has been updated to

respond to reports of a suspected

bioterrorist event. Disease reporting

guidelines have been revised to include

specific BT agents, as follows: “Exotic dis-

eases (smallpox, plague, etc.) and unusual

group expressions of illness (communi-

cable or otherwise) which may be ofpub-

lic health concern should be reported

immediately.” (Revised reporting instruc-

tions, the “blue card,” have been included

as an attachment in the center ofthis pub-

lication.) Medical guidelines for identi-

fying and treating infections with

suspected bioterrorist agents will be sent

to all hospital emergency rooms, inten-

sive care units, and infectious disease phy-

sicians. Site visits will be scheduled with

hospital laboratories to give in-service

agent-specific trainings related to

bioterrorism. A laboratory manual ad-

dressing specimen handling and report-

ing protocols has been written and will be

distributed.

HEALTH has prepared an internal

protocol for responding to a suspected

bioterrorist event. This protocol delineates

the roles of the medical directors, public

health nurses, epidemiologists, and other

support staff. Methods of contacting

HEALTH staffand national experts have

been documented through contact lists.

Plans are in place to develop bioterrorism

agent-specific case questionnaires, elec-

tronic database analysis, and public edu-

cation messages.

The role ofhospitals will be critical in

the effective response to a bioterrorism in-

cident. A contract has been established with

the Hospital Association of Rhode Eland

to conduct a comprehensive assessment of

hospital bioterrorism readiness. In coordi-

nation with the Health Alert Network ef-

forts, this assessment will focus on

emergency rooms’ and intensive care units’

ability to promptly report suspected cases/

clusters of disease, technological capacity

to report diseases, utility of hospital disas-

ter plans, and gaps in hospital communi-

cation systems. A plan will be prepared to

improve all aspects of hospital BT surveil-

lance and reporting capabilities.

Following a bioterrorism incident,

critical decisions will have to be made re-

lated to recommended treatment guide-

lines, obtaining antibiotics and vaccines,

Medicine and Health / Rhode Island



prioritizing populations for treatment, and isolation or quaran-

tine procedures. As part of an incident command team, epide-

miology and surveillance staff from HEALTH will provide

expertise on these topics and assist in the implementation of a

crisis response plan.

Conclusion
While some believe an actual attack with biological weap-

ons is imminent, others believe the possibility of a bioterrorist

act remains relatively low. “The likelihood is entirely unknown,”

said Donna Shalala, Secretary of Health and Human Services.

“It may never occur. But we’ve seen terrorism emerge as one of

the problems of the post-Cold War world. We must not be

afraid, but we must be aware.”
2

For More Information

A detailed report of the “National Symposium on Medi-

cal and Public Health Response to Bioterrorism” is posted on

the Johns Hopkins University web site: “http://www.hopkins-

biodefense.org/”

Visit the CDC’s website on bioterrorism at http://

www.bt.cdc.gov.

Comments
Please send comments to Thomas E. Bertrand, MPH, at

TomB@doh.state.ri.us
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in a recognized medical specialty and be able to

obtain a Rhode Island medical license. Medical

policy and medical review experience preferred

but not essential.

We offer a competitive salary, excellent benefits, a

pleasant working environment and in a conve-

nient downtown location.

For immediate consideration, please mail or fax

CV and letter of application to:

Barbara Silva,

Human Resources Department
Blue Cross & Blue Shield of Rhode Island

444 Westminster Street

Providence, RI 02903-3279

Phone: (401) 459-5160 • Fax: (401) 459-5223

TDD: (401) 831-2202

Blue Cross
Blue Shield
of Rhode Island

BlueCHP
Coordinated
Health Partners. Inc.

For more information on our organization,

please visit our Web Site at: www.bcbsri.com

BlueCHiP is offered by Coordinated Health Partners, Inc.,

a wholly owned subsidiary of Blue Cross & Blue Shield

of Rhode Island. Both are independent licensees of the

Blue Cross and Blue Shield Association

We value diversity and are an Equal

Opportunity/Affirmative Action Employer M/F/DA/
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Medical Myths
Ignorance is preferable to error; and he is less removedfrom the truth who believes nothing, than he

who believes what is wrong. - Thomas Jefferson, Notes on the State of Virginia

B12 Supplementation

Must be Parenteral

Philip O’Dowd, MD

D efined as a low or low normal serum B12 level with

elevated methylmalonic acid (MMA)and homocys-

teine (HC) levels, the incidence of significant B12 defi-

ciency in some geriatric populations has been reported as

high as 15%.' This high rate has been attributed, in part,

to senile gastric atrophy with achlorhydria allowing bacte-

rial overgrowth and competition for the dietary B12. He-

matologic abnormalities are uncommon in this population

but some neuropsychiatric abnormalities have been reported

to improve with supplementation. 1 Age-independent con-

ditions associated with clinically significant B12 deficiency,

most with megaloblastic hematopoesis,

include pernicious anemia, post-gastrec-

tomy syndrome, other bacterial over-

growth syndromes, ileal disease or

surgery, fish tapeworm infection, strict

vegetarianism, and various uncommon
hereditary disorders of B12 transport

proteins, intrinsic factor (IF) or the IF/

B12 receptors. Recently proton pump
inhibitors have been demonstrated to

reduce absorption of dietary B12 rais-

ing the question of whether prolonged

therapy with these agents may lead to

deficiency.
2,3

The usual Western diet contains

about 6 microgm/d of B12, of which

only 1 microgm/d is absorbed. These

are small quantities. Typical daily iron

intake and absorption, for example, are three orders of

magnitude greater, at the milligram/d level

Efficient, facilitated absorption ofthe scant dietary B12

is mediated through the R protein/intrinsic factor/ileal re-

ceptor pathway emphasized in medical school courses and

most textbooks. At the low dietary levels of B12 this is the

principal route for absorption. It is not the sole route, how-

ever. If pharmacologic doses of B12 are given orally, ab-

sorption occurs throughout the upper bowel apparently by

mass-action principles. Such daily high dose oral therapy

(range: 300 microgm/d-2 mg/d po) has been demonstrated

to be therapeutically and biochemically equivalent to

monthly parenteral (injection) therapy.
4

Clinical studies

have even demonstrated the efficacy of the sublingual and

intranasal administration. 5,6 There are no demonstrated

clinical toxicities of

high dose oral B12

therapy (even at a

megadose of 60 mg/

d).
7 The cost of the vi-

tamin by either route

is relatively inconsequential, 8 but the elimination of the

need for needles or monthly visits by medical personnel may

be a substantial economic or pscychological advantage. Since

absorption occurs throughout the gut independent of the

presence of Intrinsic Factor, high dose oral therapy is effec-

tive even in pernicious anemia, after gas-

trectomy or with ileal disease. In short

bowel syndrome or diffuse structural

malabsorption states such as sprue the

oral route may be ineffective. B12 tab-

lets of sufficient dose (300-

2000microgm/d) must be prescribed.

The amount of B12 in a typical multivi-

tamin tablet (<20 microgm per tablet),

although greater than the usual dietary

load, is insufficient for adequate mass-

action absorption.

Although studies demonstrating the

efficacy of oral therapy have been in the

literature for decades, 9 and despite recent

comfirmatory studies,
2
surveys have dem-

onstrated that the majority of practicing

physicians remain unaware of the option

of oral B12 therapy even though they would welcome such

an addition to the therapeutic armamentarium. 10 In a reli-

able patient capable of monthly self-injection either route is

an option. In patients who require monthly visits by health

care personnel for administration, or in circumstances in

which needles and syringes might be misused or abused,

the oral route may be preferred. Routine laboratory confir-

mation of the efficacy of the oral route should not be neces-

sary, the above studies having demonstrated such.

Normalization of serum MMA and HC levels would pro-

vide such confirmation in unusual cases. Concomitant folate

deficiency should, of course, be considered and treated in

many of the above conditions.

... the majority of

practicingphysicians

remain unaware ofthe

option oforal B12

therapy even though they

would welcome such an

addition to the

therapeutic

armamentarium.

Abbreviations Used:

HC homocysteine

IF intrinsic factor

MMA methylmalonic acid
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Images inMedicine

A Case Of Pulmonary Embolism

Diagnosed by CT Scan: Yet Another Use

o$Y for a Familiar Imaging Modality

Abbreviations Used:

CT computed tomography

VQ ventilation perfusion

Peter Giuliano, MD, andJohn J. Cronan, MD

History

An 8
1
year-old male presented with complaints ofshort-

ness of breath and chest pain. Rule out pulmonary embolus.

Figure A: Lung Perfusion Scan demonstrating defects in apico-

posterior segment of left upper lung which was mismatched on

subsequent ventillation, and matched in the left lower lobe.

Imaging Findings

VQScan: mismatched defect in the apicoposterior segment

of the left upper lobe giving an intermediate probability scan.

CT pulmonary angiography. Large thrombus in the left

pulmonary artery extending superiorly and caudally.

Discussion

Spiral CT pulmonary angiography was introduced in the

early 1 990s and has been steadily gaining acceptance for imag-

ing pulmonary embolisms. 1 A sensitivity of92% with a specific-

ity of96% has been quoted in a large study in the recent literature
2

with a negative predictive value of 99%.3 Additionally it has

been found to have a high degree of inter-observer agreement4

and provided additional, relevant information 54% ofthe time.
3
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Figure B: Transaxial CT image demonstrating close (small arrows)

in the left pulmonary artery.

Implications for patient treatment. Am J Roentgenol

1999;172:1627-31.

4. Chartrand-Lefebvre C, Howarth H, Lucidarme O, et al. Con-

trast-enhanced helical CT for pulmonary embolism detection:

Inter- and intra-observer agreement among radiologists with

variable experience. AmJ Roentgenol 1999;172:107-12.
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Figure C: Parasagital reconstruction CT image showing clot (large

arrow) in left pulmonary artery.
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Rhode Island Monthly
Vital Statistics Report

Provisional Occurrence Data

from the

Division of Vital Records

Edited by Roberta A. Chevoya

Underlying
Reporting Period

Cause of Death August

1999
12 Months Ending with August 1999

Number (a) Number (a) Rates (b) YPLL (c)

Diseases of the Heart 221 3,043 307.8 3,855.0

Malignant Neoplasms 228 2,514 254.3 7,004.0

Cerebrovascular Diseases 43 549 55.5 676.0

1 n j u ries (Accident/Suicide/Homicide) 40 369 37.3 6,587.0

COPD 37 508 51.4 397.5

Reporting Period

February

2000
12 Months Ending with

February 2000

Number Number Rates

Live Births 1,067 13,217 1 3.4*

Deaths 887 10,016 10.1*

Infant Deaths (6) (97) 7.3#

Neonatal deaths (5) (80) 6.1#

Marriages 349 7,788 7.9*

Divorces 323 2,801 2.8*

Induced Terminations 500 5,016 379.5#

Spontaneous Fetal Deaths 92 1,075 81.3#

Under 20 weeks gestation (83) (1,005) 76.0#

20+ weeks gestation (9) (70) 5.3#

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of

988,480

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode Is-

landfor the reportingperiods listed above. Monthlyprovisional

totals should be analyzed with caution because the numbers

may be small and subject to seasonal variation.

* Rates per 1 ,000 estimated population # Rates per 1 ,000 live births
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Controversies in Adult Immunization

RaymondMaxim, MD

D espite an enormous national effort from both public

and private agencies, adult immunization remains a

significant quality issue. The evidence surrounding the im-

munization issue is compelling but there is still a large gap

between the evidence and everyday practice. The medical

community has not been successful in creating the same

sense of urgency for adult immunization as we have for

childhood immunizations. Immunization rates in Rhode

Island, and nationally, demonstrate that more than one third

of adults at risk do not receive the proper immunizations.

This occurs despite mass immunization clinics, intensive

public education campaigns and a concerted effort to en-

courage physicians and other practitioners to immunize

their patients.

The disparity has stimulated efforts to find ways to in-

crease utilization outside of the traditional office setting or

immunization clinic. Many creative ideas for providing ac-

cess to immunizations have been tried throughout the coun-

try. These include immunizing people at polling places,

churches, and even drive-through clinics. The hospital re-

mains an appropriate site to find patients who are most at

risk. Most patients hospitalized for pneumococcal pneumo-

nia or influenza were hospitalized for some other reason in

the preceding 3-5 years.
1

This, combined with the 20,000 -

40,000 vaccine-preventable deaths each year,
2 makes a strong

case for screening and immunizing patients while they are in

the hospital. Rhode Island’s hospitals have not yet imple-

mented inpatient screening and immunization programs. As

a result Rhode Island ranks among the lowest in the nation

with an inpatient screening/immunization rate of 6.8% for

pneumococcal vaccine and 9.6% for influenza. Rhode Is-

land is not alone - most of the nation is doing poorly with

inpatient immunizations. Local hospitals have recognized this

as an area that needs attention and are working as a team to

create a common statewide approach.

Some hospitals have taken this to heart and have de-

veloped standing order programs that are very successful.

Using standing orders, six Minnesota hospitals achieved a

rate of 40%. 3 Other hospitals have had similar successes.

A review of the problems encountered by these hospitals

during the development of their programs shows that other

than the logistics of setting up a program, the only barrier

Abbreviations Used:

HCFA Health Care Financing Administration

INR international normalized ratio

KWISP Kerr L. White Institute Stroke Prevention

Project

PRO Peer Review Organization

RIQP Rhode Island Quality Partners

TIA transient ischemic attack

was the physician’s reluctance to participate, because they

believe that immunizations are an outpatient problem. Un-

fortunately, outpatient immunization programs have not

been able to reach over 1/3 of those who should be immu-

nized. A patient’s hospital encounter (inpatient or emer-

gency department) may be a missed opportunity for reaching

the individuals. Many patients see their physician only once

a year and not always at optimal times for immunization.

Nonfebrile illnesses in hospitalized patient should not pre-

vent immunization if the patient is stable. Nor should fe-

brile illnesses prevent immunization when the cause of fever

is known and is treated. If there are concerns about immu-

nizing a patient in the hospital, home care can arrange for

vaccination after discharge.

Repeat pneumococcal vaccination has been a major

concern of many practitioners. Unfortunately, elderly pa-

tients often do not remember the last time they received a

pneumococcal vaccination. It can be difficult to determine

MEDICAL & RENAL ASSOCIATES, INC.

250 Centerville Road, Building E

Warwick, RI 02886

For Rent
Medical office space, consisting of:

2 offices

2 exam rooms

common waiting room, kitchen and conference room

clinical and secretarial staff services are negotiable

call Doreen at 4.01-732-8218
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the immunization status of an elderly patient in an office

setting when records have been transferred or a patient is

new to the community. It is even more difficult at mass

immunization clinics. Few older patients keep their own
immunization records. This has rightfully raised the ques-

tion regarding repeat vaccination. In the pediatric commu-
nity it is a fairly common practice to reimmunize a child if

the vaccine status is in doubt. Adult medicine and mass

immunizers have yet to embrace this concept for fear of an

increase in adverse reactions.

The evidence suggests the concern about serious ad-

verse reactions is unwarranted. A 1999 comparative

interventional study conducted by Jackson et al of 1414

patients between 50 and 74 years old demonstrated no se-

vere reactions.
4
All reactions were localized Arthus-type. The

incidence of local reactions increased after reimmunization

from a baseline of 3% to 11%. None of these reactions

were severe and most resolved within three days. The inci-

dence was even less (8%) in those patients with chronic

diseases such as diabetes mellitus, cardiovascular disease,

pulmonary disease or cirrhosis. These are the patients we

are most interested in protecting from pneumococcal dis-

ease. In addition, a prospective cohort analysis and case

study reported by Snow et al of 69,974 Medicare benefi-

ciaries demonstrated no increase in hospitalizations in those

patients receiving a second vaccination. 5 The administra-

tive records of5% ofMedicare part B claims between 1985

and 1988 were randomly sampled for pneumococcal vac-

cine administration (CPT codes 90732 and J6065). Of the

1099 patients with a second vaccination only 39 were ad-

mitted to the hospital within thirty days of the revaccina-

tion. None of the admissions were vaccine-related according

to a review of ICD-9-CM codes and discharge diagnoses.

There is no evidence base to prevent repeat immunization

of pneumococcal vaccine in patients where status is un-

known. The possibility of hospitalization or death from

pneumonia or invasive pneumococcal disease outweighs the

risk of potential localized reactions.

In summary, neither hospitalization nor possibility of

reaction to a repeat vaccination should prevent us from pro-

viding these much-needed vaccines. We ask you to con-

sider your approach to immunization in light of the evidence

presented above. As always, please contact us concerning

this article or other health care quality issues.
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^ Health Disparities Among Racial and Ethnic ^
Groups in Rhode Island

Jay S. Buechner, PhD

The health of racial and ethnic minority populations has

been a focus of public health for many years, due to the

disparities in health status, exposure to health risks, and access

to health care that are revealed when these populations are

compared to the white, non-Hispanic population. At the na-

tional level, the impact ofpoor health on the quality and length

of life for minority citizens was considered to be so funda-

mental that one ofthe three overarching goals ofHealthy People

2000 was to reduce health disparities among the disadvan-

taged.
1

In Healthy People 2010, the goal has been made even

more challenging; the nation is now committed to the elimi-

nation ofsuch disparities entirely.
2

Early in the last decade, the health disparities ofminority

populations in Rhode Island were documented in conjunc-

tion with the establishment of a minority health program in

the Rhode Island Department ofHealth. 3,4 Many ofthe mea-

sures used were those that had been selected to monitor progress

toward the achievement of the statewide health objectives in

Healthy Rhode Islanders 2000? Recendy, as the Department

has been evaluating the state s level ofsuccess in achieving those

objectives, we have also re-measured the extent of health dis-

parities in our minority populations. This report presents the

findings for three selected measures of health status for which

minority populations have been historically disadvantaged:

homicide rates, infant mortality rates, and lead poisoning rates.

Methods
Measures were defined as in HealthyRhode Islanders 2000.

5

Age-adjusted homicide rates by race and ethnicity for Rhode

Island residents were computed from the number of deaths

with an underlying cause of death of homicide for the period

1995-1 997 and Rhode Island population estimates by age, race,

and Hispanic origin for 1995- 1997,
6
using the 1940 United

States population as standard. Infant mortality rates were com-

puted as deaths prior to one year of age divided by total live

births during the period 1995-1997. Rates of lead exposure

for children ages 6 years and younger were computed as the

number of children with blood lead levels of 1 5 micrograms

per deciliter divided by the number of children tested during

1998. For each measure, rates were computed for persons of

each race and for persons of Hispanic origin (independent of

race where possible).

Results

There were marked differences in

homicide rates by race and Hispanic ori-

gin in Rhode Island during 1995-1997.

Rates for Blacks, Native Americans, and

Hispanics were higher than the statewide

rate; rates for Asians and non-Hispanic

Whites were lower. (Figure 1) The rate for

Black Rhode Islanders was especially el-

evated, eight times as high as the statewide

rate. Since the period 1989-91, the state-

wide homicide rate declined 33% in Rhode

Island, but the decline for Black Rhode Is-

landers was only 7%. Declines for Asians

(83%) and Native Americans (71%) were

relatively large, and the decline for Hispan-

ics (34%) was close to the state average.

Infant mortality rates for minority ra-

cial and ethnic groups have historically been
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Figure 1. Average Annual Homicide Rate (Age-Adjusted), by Race and Ethnicity, Rhode
Island, 1989-1991 and 1995-1997.
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Figure 2. Average Annual Infant Mortality Rate, by Race and Ethnicity, Rhode

Island, 1989-1991 and 1995-1997.

elevated both in Rhode Island and nationally. During 1 995-

1997, rates in Rhode Island for Blacks, Native Americans, and

Hispanics ranged between 31% and 127% higher than the

statewide rate, while the rate for Asians was 27% below the

state average. (Figure 2) Since 1989-91, infant mortality rates

for Blacks (down 44%), Asians (down 38%), and Native

Americans (down 18%) have fallen, more rapidly than the

statewide rate (down 27%) for Blacks and Asians, but the rate

for Hispanics has increased 31%.

Rates of elevated blood lead levels were higher for chil-

dren in all minority populations during 1995-97, with the

rate for Asian children nearly six times the statewide rate. (Fig-

ure 3) Compared to 1 994 rates (the first year for which data

by race and ethnicity are available), only the rate for Hispanics

has decreased more rapidly (down 68%) than the statewide

rate (down 65%). Rates for Black and Native American chil-

dren (down 49% and 22% respectively) have decreased less

rapidly than average, and the rate for Asian chil-

dren has increased 44%.

Discussion

Homicide rates, infant mortality rates, and

rates of elevated blood lead levels are all indica-

tors of health conditions affecting the children

and young adults in a population. Moreover, they

reflect adverse factors that impact health more

broadly, such as poor access to prenatal care, high

rates ofnon-fatal violence, and poor housing con-

ditions. These conditions and associated factors

are among those that determine the lifelong health

status and overall quality of life ofa community’s

members. It is an accomplishment ofsome note

that the statewide rates for these conditions have

fallen by between 27% and 65% in a period of

less than a decade in our state. These improve-

ments represent good progress toward the objec-

tives of Healthy Rhode Islanders 2000.

However, the progress has not been uniform across all ra-

cial and ethnic groups. For each of the three indicators exam-

ined, there is at least one racial and ethnic minority population

that has seen its rate increase substantially relative to the state-

wide rate, thus increasing the disparity for this condition in

this group. Thus, the progress in reducing disparities in these

critical health indicators over the past decade in Rhode Island

has been muted despite the excellent improvements statewide.

Put in this context, the Healthy People 2010 goal of eliminat-

ing health disparities must be viewed as a formidable challenge

for our states public health community.

Jay S. Buechner, PhD, is Chief, Office ofHealth Statistics,

andAssistant Professor ofCommunity Health, Brown University

School ofMedicine.
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Recommending High-Fiber Diets to

Prevent Colorectal Cancer

The Issue

In 1971, Burkitt hypothesized that the high-fiber diet of

WestAfrican natives was responsible for their low levels ofcolorectal

cancer.
1

Since then, dietary fiber was identified as a modifiable

risk factor for the prevention ofcolon and rectal cancers; evidence

supporting this theory grew; and Americans were advised to eat

plenty of fruits, vegetables, and whole grains to prevent colorectal

cancer.

A few recent studies, however, have challenged the protec-

tive effect of dietary fiber on colorectal cancer, and they have re-

ceived the attention of the media. In January 1999, the New
England Journal ofMedicine (NEJM) published results of the

Nurses Health Study, which found no link between high-fiber

diets and colon cancer,
2 and this past spring, the media high-

lighted two studies published in the NEJM with similar find-
• 34mgs. ’

National recommendations come into question under such

circumstances, not only by the public, but also by the health pro-

fessionals who use them. It is not the first

time. TheAmerican people have become tired

ofcontradictions between dietary recommen-

dations to prevent chronic diseases and the

headline news. The medical community is

split on the issue of sodium and high blood

pressure. There are mixed messages on the

consumption of alcohol, dietary cholesterol,

and total dietary fat and fatty acids and the

development ofheart disease. Now the ques-

tion arises: “Should we recommend a high-

fiber diet?”

The Findings

In January 1999, NEJM published re-

sults from the Nurses Health Study. In this

large, well-designed smdy, Fuchs et al. looked

at the relation between amounts of total di-

etary fiber, cereal fiber, fruit fiber, and veg-

etable fiber consumed by approximately

88,000 women over a 16-year period, and

their experience with colorectal cancer and ad-

enomas. No link was found between the in-

take of total dietary fiber or cereal and fruit

fibers and colorectal cancer or adenomas. Sur-

prisingly, they found a positive association

Nancy A. Sutton, MS, RD

Abbreviations Used:

ACS American Cancer Society

AICR American Institute for Cancer Research

NEJM New England Journal of Medicine

between higher intakes of vegetables and the development of

colorectal cancer.
2

Two current articles, published in the April 2 1 , 2000 issue of

NEJM, were also publicized in the media. One reported the re-

sults ofa smdy that tested the effect ofa low-fat, high-fiber diet on

the recurrence of colorectal adenomas during a four-year period.
3

The other looked at the effects of a high-fiber supplement on the

recurrence ofcolorectal adenomas during a three-year period.
4 The

findings of both studies indicated that increasing fiber in the diet

did not prevent the recurrence of colorectal adenomas. 3,4

These three studies are actually just a few ofmany that have

Table 1: Other possible risk factors for the

development of colorectal cancer.5 ’
78

Risk factor Comments

Physical inactivity Moderate physical activity several days a week appears to

protect against colorectal cancer. Physical activity can

help prevent obesity.

Red meat Red meats include beef, pork, and lamb. Diets high in red

meats may increase colorectal cancer.

Dietary fat Saturated or animal fat may be associated with colorectal

cancer. There is question of whether it is the fatty acids or

something else in red meats that is the cause. High fat

diets tend to increase the risk of obesity.

Folic Acid Research indicates that folic acid supplements may be

more beneficial than a diet with high levels of folate.

Obesity Obesity may increase colorectal cancer. Overweight is

defined as a body mass index (BMI) between 25 and 30.

Obesity is defined as a BMI above 30.

Alcohol Alcohol may be linked to the development of colorectal

cancer. Alcohol refers to wine, beer, and other types of

alcoholic beverages.

Tobacco Cigarette smoking may be linked to the development of

colorectal cancer.
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Table 2: Goals for Nutrition in

the Year 2000 9

Avoid overweight and weight gain during adulthood.

Be moderately to vigorously active for at least 30 minutes

on most days.

Consume five servings of fruits and vegetables daily.

Replace red meat with chicken, fish, nuts, and legumes,

and consume dairy products at most in moderation.

Limit alcohol consumption to one drink a day for women
and two for men.

Consider taking a multivitamin containing folic acid,

particularly if alcohol is consumed daily.

Consume cereal products in a minimally refined, whole

grain form.

found a weak or no association between dietary fiber and the

development of colorectal cancer. However, the jury is still out.

In the Nurses Health Study, were the amounts of dietary fiber in

the subjects who reported eating high-fiber diets (with an average

of26 grams per day) enough to make a difference? How does this

amount of fiber compare to the levels consumed by the natives of

West Africa that Burkitt observed? Are 16 years long enough to

measure an effect on the development of cancer? Are three or

four years enough time to see an effect? Do fiber supplements

simulate whole food sources offiber? What about the other com-

ponents offruits, vegetables, and whole grains beside the insoluble

and soluble fibers? What role is played by the vitamins, minerals,

antioxidants, and phytochemicals, such as isoflavones,

isothiocyanates, indoles, or allyl sulfides, in protecting the body

from certain cancers?

Reports based on a thorough review ofthe literature by such

agencies as the American Cancer Society (ACS) and the Ameri-

can Institute for Cancer Research (AICR) were published in the

late 1990s. The AICR’s 1997 report, Food, Nutrition and the

Prevention of Cancer: a Global Perspective, analyzed over 4,500

research studies internationally to develop recommendations on

approaches to cancer prevention. 5 Based on this review, they

maintain that as many as three in every four cases of colon and

rectal cancers could be prevented with healthy diets.
6 Both agen-

cies conclude that diets high in fruits, vegetables, and whole grains

could help prevent the onset of colorectal cancer.
5,7

In the Harvard Report on Cancer Prevention -Volume 3: Pre-

vention ofColon Cancer in the United States, the authors do not

reach the same conclusions. They report that some studies show a

relation between high intakes ofvegetables and fruits and lowered

risk of colon cancer, but many do not. They report inconclusive

evidence regarding whole grains as well. They conclude that whole

grains’ role in colon cancer prevention is questionable.
8

Other Findings

Other modifiable dietary and lifestyle factors that may be

associated with colorectal cancer have been identified by all ofthe

agencies mentioned previously, including: 1) physical activity

(decreased risk) ; 2) high levels ofred meats and other animal sources

in the diet (increased risk); 3) dietary folic acid and folic acid

supplements (decreased risk); 4) obesity (increased risk); 5) alco-

hol consumption (increased risk); and 6) tobacco use (increased

risk). Each factor is summarized in Table 1

.

Current Recommendations
Although the effect of high-fiber diets on the prevention of

colon and rectal cancers is uncertain, there are other benefits to

high-fiber diets. There is little argument about their ability to

prevent constipation, hemorrhoids, and diverticular disease. They

may also play a role in reducing the risk of heart disease and other

types of cancers, such as cancers of the mouth, pharynx, larynx,

esophagus, and stomach. Many studies also support the theory

that fiber plays a significant role in the control of non-insulin de-

pendent diabetes.

Table 2 offers a summary of the Goals for Nutrition in the

Year 2000. These were developed by Willett for the prevention of

cancer with other chronic diseases taken into consideration.
9

The United States Department ofAgriculture, the ACS, the

National Cancer Institute, and theAICR continue to recommend

diets rich in fruits, vegetables, and whole grains and whole-grain

products to reduce the risk of chronic diseases, including cancer.

What Now?
After years of advising patients to adopt high-fiber diets to

prevent colon and rectal cancers, what is a health professional to

do? Fruits, vegetables, and whole-grains may or may not prevent

these cancers. But, presendy, there is little argument about other

benefits of high-fiber diets, and there is no known harm to earing

a diet rich in produce and whole grains. We can only wait to see

how the many questions created by years of research will be an-

swered. Until then, advising patients and the public to eat a diet

rich in fibrous foods and low in fat is still the best dietary advice we

have to prevent chronic diseases, to maintain overall health, and to

prevent obesity.
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BTulrmal ©tagnoate
To Sue or Not To Sue: An Attorneys Perspective

Max Wistow, JD, and RachaelArruda, RN

B efore recommending a course of treatment to a patient,

the physician has evaluated the risk-benefits - a practice

so universal that it frequendy becomes automatic, even, at

times, unconscious. In 1972 the Rhode Island Supreme Court

enunciated a rule in Wilkinson v. Vesey which, at the time,

seemed innovative. The pafient was endded to know all

“material facts” relating to the proposed treatment. “Materi-

ality may be said to be the significance a reasonable person, in

what the physician knows or should know is his pauent’s po-

sition, would attach to the disclosed risk or risks in deciding

whether to submit or not to submit to surgery or treatment.” 1

It is well understood today that the clinician must share such

“risk-benefit” information with the patient. Without this in-

formation, the patient has not truly given the informed con-

sent required by law.

The physician might be surprised to learn that lawyers

who represent plaintiffs in medical malpractice cases conduct

a similar risk-benefit ratio analysis, as they decide whether or

not to prosecute a claim.

From a lawyer’s vantage, the risks and benefits involved

in a malpractice lawsuit are, as a practical matter, purely eco-

nomic. The risks associated with losing the case are obvious.

They are the out-of-pocket costs associated with the case and

the time value of the legal services expended on behalf of the

plaintiff. Since virtually all malpractice cases are prosecuted

on a contingent fee basis, the value of the legal services - if lost

- is a loss only to plaintiff
5

s counsel. Few plaintiffs (especially

ones who have been seriously injured) can bear or even reim-

burse over time the out-of-pocket expenses run up during the

case. Consequently, unless there is a recovery of funds from

which to satisfy these out-of-pocket expenses, these too will

be borne by plaintiff’s counsel. Since the typical malpractice

case will involve out-of-pocket expenses of $50,000 to

$100,000 or more (in addition to the value of the lawyer’s

time), a lost case represents a significant downside risk.

The investment is large because multiple experts are of-

ten needed to prove the claims: at least one expert to establish

negligence, another possibly to establish causation (i.e., the

link between the negligence and the injury). In addition,

economists and rehabilitation experts are often engaged to es-

tablish future damages. The attorney must review and be-

come expert in the medical literature on the particular subject,

multiple depositions are required, and often voluminous

records must be purchased and mastered in order to evaluate

and prepare the case.

Medical malpractice cases are almost never settled on a

nuisance value basis. Settlement before trial occurs only where

discovery has demonstrated a compelling case for the plaintiff

and where plaintiff
5

s settlement demand represents an attrac-

tive proposal for the insurer using its own risk-benefit analysis.

Whether or not the professional liability policy requires the

insured’s consent as a condition to settlement, a lawyer who

takes on a malpractice case must assume that the case will go to

trial and must be prepared to underwrite the costs and expense

of trial and appeal.

If the case is to be undertaken, the perceived conomic

benefit must exceed the possible economic loss, and it must do

so on a risk-adjusted basis.

In most instances, the risk ofbringing a case to an unsuc-

cessful conclusion is all on the patient/plaintiff
5

s counsel. The

plaintiff has for all practical purposes only potential benefits to

be gained. The only time when the risk-benefit analysis realis-

tically applies to the plaintiff is when the medical practitioner

or institution offers to settle. At that point the plaintiffweighs

the proposed settlement against the possible trial award. What

is the relative risk ofa smaller (or no) recovery as weighed against

the benefit ofan award higher than the amount offered in settle-

ment? The answer involves complex variables that include not

only the actual perceived risks and benefits but the client’s will-

ingness to “gamble” the amount offered. Depending on back-

ground and personality, some clients are simply unable to reject

an offer, even when rejection might be prudent from a strict

probability assessment. For example, a plaintiffmight be un-

willing to risk losing an available net proceeds equal to $500,000

even if advised and believing that the probable net proceeds

from a verdict in their favor would range from $1-2 million

and that there was a 75% probability of such an outcome. In

other words, the plaintiff has made a personal decision that s/

he is unwilling to risk $500,000 even though actuarially the

fair settlement value is $750,000 - $1,000,000 (75% x $1-2

million). Whatever counsel’s recommendation, the decision

will be the plaintiff
5

s, as it would be in choosing the medical

treatment.

Once the lawyer has accepted the case, the decision

whether or not to settle, and, if so, at what amount cannot be

made without the plaintiff/client’s informed consent.

The decision by counsel ofwhether or not to take the case

in the first place is affected by the relative negatives associated

with this type of case. Settlements or verdicts come only after

large expenditures of time and money. Against these is to be

weighted the contingent fee - a percentage of the recovery.

Thus, the potential damages to be obtained for an indi-
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vidual who has suffered a comparatively minor injury may

not justify the substantial outlay of time and out-of-pocket

expense necessary to prosecute the claim even when liability

(fault) is clear. Conversely, in the case of a severely brain-

damaged infant who will require lifetime assistance, the po-

tential damages may likely justify the risk of proceeding with

the claim, even where liability may be much more difficult to

establish.

The concept is simple. A very strong case of liability

with modest damages cannot be as attractive as a case with

catastrophic damages even with a smaller likelihood of suc-

cess. In other words, there is significandy greater value to a

case where the verdict might be expected to be about

$1,000,000 even if there is only a 30% chance of that verdict

than a case where there is a 90% chance ofa $ 1 00,000 verdict.

The legal theories ofliability applicable to a medical mal-

practice claim are the same for all injuries.

In order to prove liability on a negligence

theory, the plaintiffmust establish 1) a de-

viation from the accepted standard ofcare;

i.e., that the physician failed to exercise the

same degree ofdiligence and skill which is

commonly possessed by other members of

the profession engaged in the same type of

practice, having due regard for the state of

scientific knowledge at the time of treat-

ment; and 2) that the deviation proximately

caused the complained-of injury.

On occasion, the history provided by the cli-

ent will contradict the medical records. While most

lawyers are skeptical when a client s account differs from the

written records, most are willing, in a few appropriate cases, to

accept what the client says as accurate. It is, however, espe-

cially critical that they carefully evaluate the client s credibility

in such cases. It is possible that the record may be in errror, or

altered. Nothing can make an unattractive case more appeal-

ing to a plaintiff
5

s lawyer than the discovery ofan alteration in

the medical record.

Potential damages consist primarily of out-ofrpocket

medical expenses, future medical expenses, future lost earning

capacity, pain and suffering and the loss of society and com-

panionship sustained by family members. Past medical bills,

even if substantial, may not add value to the claim. Rhode

Island law provides that, to the extent medical bills were paid

by a health insurer, they are not ultimately recoverable. Fed-

eral statutory provisions, however, mandate reimbursement

of expenditures to both Medicare and Medicaid and, there-

fore, allow the recovery of those medical expenses.

The more substantial damages generally are compensa-

tion for future care and the injury itself. The probable cost of

future medical, nursing, custodial care, and loss offuture earn-

ing capacity will have to be proven by expert testimony. A
jury will ultimately decide what is fair compensation for pain,

suffering, and disfigurement of the individual now and in the

future, and the loss of society and companionship damages

for family members to compensate them for their losses as

well.

If the damages warrant, all pertinent medical records are

examined for evidence of negligence. Even ifsuch evidence is

present, it must be shown that the injury was caused by the

negligence of the healthcare provider. In this regard, we again

consider the strength of the facts supporting causation in light

of the medical literature.

A comparison of the records with the existing medical lit-

erature may reveal any number ofother potential issues. In the

case of a missed diagnosis of breast cancer, were the pathology

slides interpreted correctly? Was mammography ordered ac-

cording to ACOG guidelines? Were the mammography films

interpreted correctly? Only a thorough and complete review

of the records and literature will answer these questions.

Often the in-house legal evaluation will suggest that the

matter should be rejected and that expending funds for an ex-

pert review is ill-advised. If preliminary evaluation justifies it,

however, the case must be reviewed by an

expert or experts as needed.

Even expert opinions will need to be

evaluated against the medical literature to

determine that the opinions are support-

able. If the experts opinion is negative,

the injury and the potential damages will

determine whether the case warrants a sec-

ond opinion or even, perhaps, beyond.

The decision whether or not to ac-

cept or reject a medical malpractice case is

complex. In most instances it is the most

important decision made by plaintifFs counsel dur-

ing the course ofthe case. A case that should not have

been taken in the first place will be its own punishment to the

lawyer who improvidently brought it. This will be small con-

solation to the medical professional who during the pendency

of the case suffers the psychological trauma of being wrong-

fully accused of malpractice. Conversely, a case that deserves

to be brought ultimately will likely provide a financial benefit

to the attorney. Most important, however, it will provide the

two results for which the tort system exists: the victim of mal-

practice will receive compensation for the harm; and the health

care professional, being reminded in dramatic fashion of the

legal consequences of negligence, will have a great incentive to

avoid such negligence in the future.

Max Wistow, JD, specializes in medical malpractice.

RachaelArruda, RN, is a nurse-paralegal with Wistow and

Barylick, Inc.
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Ninety Years Ago
5^ [August, 1910] ^

I
n “Economic Aspect of Tuberculosis,” Edward E
McSweeney, chairman of the Board of Trustees, Boston

Consumptive Hospital, delivered “a dirge for millions of dol-

lars lost every year.” He calculated that in 1908 tuberculosis

cost the state ofRhode Island $2, 1 69,825 in lost wages ( 1 6,534

people ill, 4, 133 ofthem wage-earners losing an average $525/

year) and $2,700,000 in medical bills (an average family spent

$75 annually on illness and death). To concerns that physi-

cians who practiced “preventive medicine” would lose money,

he suggested that even if incomes dropped, most physicians

(“the right kind ofdoctor”) would welcome the change. More

importandy, he blamed low physician earnings (the average

Rhode Island physician earned less than $1200/year) - not on

preventive medicine - “...but the abuse ofmedical charity which

has all but pauperized the medical profession.” In New York

City, for instance, 3,000-5,0000 people who could have paid

a physician a fee were treated free in hospitals - a practice akin

to “petty larceny.”

In “Cretinism,” N.L. Niles, MD, described the “remark-

able improvement” after treatment with thyroid extract. Dis-

counting the “artificial” distinction between endemic and

sporadic cretinism, he posited early treatment as essendal. With

Osiers 58 cases, 18 were younger than age 5; and 5 of them

were perfecdy normal after treatment. Older patients did not

fare so well. Dr. Niles described some of his successful treat-

ments ofyoung children.

“In Memory ofEdgar Ivory Hanscom, MD, 1 872- 1 9 1
0,”

a eulogy for the assistant physician at the State Hospital for

the Insane, traced that young physicians death “to septice-

mia, resulting from infection received, without doubt, in the

round of his professional duties.”

Fifty Years Ago
5^ [August, 1950]

J

f ames L. Gamble, MD, Professor ofPediatrics, Harvard Medi-

|
cal School, delivered the 9th Annual Chapin Oradon, “Body

luid and the Rationale of Fluid Therapy,” concluding with “a

note of admiration of the kidney, which is mainly responsible

for [body fluids’] integrity.”

Charles L. Farrell, MD, in “Medicines Concern About Li-

censure ofMedical Record Librarians,” cautioned against the in-

creasing specialization and credentialling happening throughout

medicine: “We cant have all generals in the army ofhealth care.”

President Truman had proposed to create a federal depart-

ment ofhealth, education and security. An Editorial (“Dynamic

Democracy”) explained the opposition of the Rhode Island

Medical Society and the American Medical Association: “[the

plan] would create a master organization ready and anxious to

take over administration ofa national health insurance program.”

The Women’s Auxiliary to the Rhode Island Medical Soci-

ety published their Annual Report ofCommittees. With “every

eligible doctor’s wife invited to join,” last year the Auxiliary wel-

comed 102 new members.

Twenty Five Years Ago
5^ [August, 1975] ^

I
n “A Message from the Dean,” Stanley M. Aronson, MD,
discussed “Conversations between the Clergy and Practicing

Physicians.” “The medical profession in the past has .... typically

contended that.. .clergy should confine their health-related ac-

tivities to the rendering ofsolace to the bereaved or the adminis-

tering of various rites....of faith.” Modern physicians, though,

recognized a need for more collaboration. The first step toward

that collaboration came when Brown Medical School and the

University chaplaincy service initiated informal conversations

on the interface of medicine and pastoral ministry. That infor-

mal conversation expanded to include a variety of clergy repre-

sentatives and hospital administrators - culminating in the

newly-formed Interfaith Health Care Ministry (IHCM), with

University Chaplain Charles Baldwin chosen as Director. The

IHCM’s first tangible project was a recent 5-day internship for

clergy: “An Introduction to Hospital Health Care Systems.”

Leonard J. Triedman, MD, and Michael J. Weaver, MD, in

“A Unified Concept ofthe Epidemiology and Endocrinology of

Breast Cancer,” noted that the “Virus is transmitted genetically,

but encounters milieus affected by hormonal, environmental and

immune factors.”

Karl Karlson, MD, PhD, in “Surgical Treatment ofAngina

Pectoris,” urged that “patients with unacceptable

morbidity...should be evaluated for ... surgery.”

John R. Ruggiano, MD, in “Using Psychiatric Consulta-

tion Liaison Service,” familiarized readers with the service, in-

cluding who should initiate the consultation, how to initiate it,

and questions to ask.

Robert P. McCombs, MD, in “The Development and Fu-

ture Prospects ofFamily Practice Training in Rhode Island,” de-

scribed the upcoming Brown University three-year residency

program at Memorial Hospital, including plans to phase out the

residency in internal medicine at Memorial.
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JUST BECAUSE EVERYONE IN THE STATE

NEEDS WORKERS’ COMPENSATION COVERAGE,
DOESN’T MEAN THAT YOU HAVE TO GO TO
JUST ANYONE IN THE STATE TO GET IT.

Notice to all physicians: mandatory Workers’

Compensation Insurance. Every business in Rhode Island

with four or more employees, full or part-time, is now

required to have Workers' Compensation Insurance,

predominately with one carrier. This means that those

private practices without coverage will need to get it, and

those with an alternative source of Workers’ Compensation

will need to switch at time of renewal. Because the RI

Department of Labor is now enforcing this legislation with

on-site inspections and the possibility of fines or worse - we

at RIMS IBC would like to encourage you to contact us

immediately. After all, what better partner to guide you

through the intricacies of Workers’ Compensation Coverage

than your healthcare insurance professionals at IBC.

Most of you already know us for friendly, informed

service and timely advice on Malpractice, Health, Life and

Disability Plans customized to your needs. Now you can

benefit from our extensive experience with healthcare

coverage combined with our detailed knowledge of these

new requirements. In this way, we can help you adhere to

all regulations, eliminate unnecessary premiums while

maximizing your insurance protection. Please take this step

today to avoid unncessary headaches: call IBC at 272-1050.

RIMS Insurance Brokerage Corporation

One Hayes Street • Providence, Rhode Island 02908

Phone (401) 272-1050 • Fax (401) 272-1051 • Rl Toll Free 800-559-6711



office space: $20,000
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tongue depressors: $12
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your reputation. We rigorously defend cases
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hat 's more, at a time when everything

deemed medically defensible - even it settling a

claim may be more economical. Our innovative

program to seek reimbursement of fees for

unsubstantial claims is just one reason we’ve

earned a reputation for aggressively defending

policyholders.

seems to come with a price tag, our policy-

holders appreciate the comprehensive risk man-

agement services and free CME courses included

in the cost of every policy.

You’ve worked hard to get where you are,

NORCAL works hard to keep you there.

Our reputation depends upon it.

we won’t put a Telephone RIMS Insurance Brokerage Corp. at

401-272-1050 or Norcal at 800-652-1051.
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Open MRI provides the patient with the most pleasant experience in a

spacious, nonclaustrophobic design

Our Open MRI and High FieldMRI scanners offer the latest technology

for advanced diagnostic exams and superb image quality 'V
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Board Certified Fellowship trained Radiologists including CAQ in Neuroradiology

Evening and weekend hours in beautiful private office settings

Convenient scheduling and rapid reporting
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MRI locations
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=® Commentaries

Who’s the Criminal?

Andrew Goldstein, a 30 year-old para-

noid schizophrenic who pushed a

total stranger to her death in front of a

New York City subway, was found guilty

of second degree murder and sentenced

to jail for 23 years to life, the maximum
sentence. It was his second trial. The

first ended in a hung jury, the issue be-

ing whether he was innocent due to in-

sanity. The murder was never contested

There are two issues to consider.

The first is Goldstein’s responsibility for

his crime and the second is New Yorks

(city and state). The issue of responsi-

bility for one’s actions is a complex one.

The determination often falls into a gray

zone. In the classic movie, M, the main

character, played by Peter Lorre, argues

that he kills children because he can’t help

it. He’s not a “criminal,” he claims. He’s

“possessed,” or “ill,” and wishes to be nor-

mal. His life of crime tortures him and

he’d do anything to be free of his com-

pulsion. His captors, who are profes-

sional criminals, are unimpressed.

There are, I believe, three distinct

criminally insane pathways towards vio-

lent acts. In one scenario a patient, not

recognized as potentially violent, has ei-

ther not reached the mental health sys-

tem or, under treatment, has not

improved. The non-compliant patient

represents a different issue. This patient

is recognized as violent, improves on

medication but then stops his medica-

tion and falls out of the treatment sys-

tem. The third, Goldstein’s route, is

where the system fails the patient.

Rhode Island had a non compliance

case a few years ago when a manic-de-

pressive physician stopped his medica-

tion and became increasingly psychotic

until killing someone during a minor al-

tercation that mushroomed explosively.

Even in the best of circumstances

there are no reliable methods of deter-

mining predilection for violence. And

when a psychiatrist makes such a deter-

mination, the courts may be required to

commit the patient and may rule against

the psychiatrist. At issue is the clash be-

tween the personal right to refuse treat-

ment versus the clouded insight of a

psychotic individual and the safety ofthe

community.

Why do compensated psychotic

patients relapse? A schizophrenic patient

I knew well explained the seductive na-

ture of his psychosis. As he began to re-

lapse he felt a heightened sense of

self-importance that the FBI and the CIA

were following his every move and

thought. His psychosis thus developed

insidiously with a narcissistic delusion

that got rapidly out of control In most

patients, however, lack of insight is part

of the disease process.

The case ofAndrew Goldstein was

different. He had been in and out of the

hospital multiple times and, although

recognized as a threat, was repeatedly re-

leased to the community. He had, at

times, sought treatment. The state con-

tended that this crime would not have

occurred if Goldstein had been punished

for his previous crimes. Since psychotic

patients frequendy go untreated in jails

around the country, it is not clear that

patients can be both punished and

treated, although the forensic units of

psychiatric hospitals are clearly designed

for cases of both the criminally insane

and the insane criminal. Americans have

for many years been wary of the “inno-

cent by reason of insanity” conclusion,

based on many misunderstandings, de-

riving from TV shows, and politicians

pandering for publicity. It turns out that

it is extremely uncommon for the insan-

ity defense to be used; that the defense is

rarely successful; that most cases are mi-

nor; that most cases are setded out of

court because the finding is so obvious.

But what are we to make ofa whole

mental health system that fails due to

under-funding? Who is responsible? Is

New Yzork to blame for Andrew
Goldstein’s crime? The victim’s family

and the courts didn’t think so. I tend to

think it is.

Several years ago a criminal suit was

used to overhaul medical housestaff train-

ing rules in New York State. This was

the result of a malpractice case blamed

on sleep deprivation and overwork in-

trinsic to residency training programs in

general. I wonder when New York’s and

other states’ underfunded approach to the

Andrew Goldsteins and their victims will

be recognized and used to wring some

compassion out ofa state ofnon-benign

neglect. Recendy I learned that Oregon

has a lifetime cap on hospitalizations for

mental illness. As if all patients can be

cured or put into permanent remission.

Can these mental health systems be held

criminally negligent? Generally the prob-

lems are financial and the mental health

facilities are woefully underfunded. The

responsible parties are the budget-mak-

ers. A dollar will only stretch so far.

Are we “better” citizens in Rhode

Island that this doesn’t happen here? It’s

true that it doesn’t, or at least much less.

Fewer patients slip through the cracks.

Our mental illness program works far

better than most (perhaps all) in the U.S.

and I believe it is due less to our funding

than it is to the small size of the state and

the static nature of the population. Pa-

tients get “known” and followed. Health

care workers know each other and can,

at least, communicate with each other.

There is a mental health “community.”

It is this lack ofcommunity that leads to

underfunding and lessened responsibil-

ity, both by the individual and by the

community.

- Joseph H. Friedman, MD

Medicine and Health / Rhode Island



The Art of Prognosis

A Greek legend is told ofApollo, fresh from his victory over

Python the serpent, establishing his realm in a sacred grove

of trees. He then assumes the shape of a dolphin and captures

a crew ofCretan sailors so that they may guard his newly estab-

lished holy site; and because the sailors saw him as a dolphin,

the grove is henceforth called Delphi. In time, a temple called

Athene Pronaia [Greek, the foreseeing] is established where

dedicated priestesses, as the oracles of Delphi, foretell the fu-

ture.

The hunger to foretell the future, to offer prophecy, had

once been a sacred function restricted to the chosen few. Gradu-

ally, though, others acquired arcane skills and then professed

themselves to be capable of prophecy. These included profes-

sions as recendy established as investment counselling and as

ancient as medicine. In medicine, though, prophecy is called

prognosis [Greek, to know beforehand.] In addition to its re-

sponsibility to counsel, medicine has always rested upon three

fundamental legs: diagnosis, prognosis and therapy [What ails

the patient ? What will happen ifthe ailment remains untreated?

What treatment is most appropriate ?] And in an earlier era

when medicine had only a few meager therapies, the true skill

of the physician was his accuracy in foretelling the patient’s

future.

There are, in the history of medicine, four domains of

prediction. The first, requiring little skill beyond outrageous

chicanery, is seen when the physician foretells the name and

trajectory of a particular illness without having the slightest

clue as to the patient’s clinical problem or destiny.

A second kind of prediction rests upon the observational

skills of the seasoned physician. A child with fever is brought

into the office. The examining physician then declares that the

child will develop the rash of measles within 48 hours. And, at

the end of the assigned interval, the telltale rash does indeed

appear. In examining the child, the physician had noted cer-

tain spots within the mouth of the ailing child characteristic of

an early phase of measles. Measles, therefore, had already ar-

rived but was apparent only to the trained and alert observer.

Thus, the physician’s declaration becomes a prophecy come

true only in the eyes of the credulous.

A third form of medical prediction demands the greatest

of clinical skills. In assembling the many items of information

derived from the patient’s history, the physician can then en-

visage things to come unless preventive steps are taken. The
history, for example, may yield information that both of the

patients parents died of colonic cancer; and the patient, years

hence, is then more likely to develop a similar cancer. The pres-

ence ofcertain risk factors such as diabetes allows the physician

to tell the patient: “The likelihood that you will develop coro-

nary artery disease is substantially increased unless your diabe-

tes is carefully managed.” These risk factors, whether they be

imprudent diet, abnormal metabolic states such as diabetes,

pathologic physical findings such as high blood pressure or a

suggestive hereditary history alert the physician to heightened

possibilities that certain specific diseases may arise in the future.

Background data allow the physician to offer recommendations

which, if adhered to, may substantially lessen the threat of dis-

eases which have not as yet materialized. These are not remorse-

less prophecies; rather, they are helpful predictions.

The fourth kind of prediction is the most difficult kind to

define. It can be an immensely supportive action, or alterna-

tively, an evil corruption of the patient-physician relationship.

An ethical practitioner knows that supportive words and assur-

ances of a favorable outcome are based partially on past experi-

ence but also partially on hope. The patient will often interpret

the element of hope in the physician’s words as a message of

certainty, and in some fashion the message will encourage the

healing process. It is a kind ofverbal placebo which is a crucial

part of the human dimension of medicine. But in the hands of

a persuasive charlatan, it may go beyond the boundaries ofspecu-

lation for exploitative ends. The prophesying may replace valid,

competent intervention; and the patient eventually suffers.

Medicine employs all four kinds of prophecy: guessing,

recognizing premonitory signs, understanding risk factors, and

prophecy through willful verbal encouragement. In the distant

past, medicine’s predictions relied heavily upon whatever exter-

nal signals were thought to be premonitory. There were no

fortune cookies in the Athenian agora or the Roman forum but

there were animal entrails to examine, cloud formations to in-

terpret, comets, stars in variously complex configurations and,

of course, oracular priestesses who mumbled answers to vital

questions.

Gradually, though, physicians came to rely more upon the

information refracted through their own senses rather than from

cloud movement, occasional comets or the reladve positions of

the stars. The secular information within inches ofthe physician’s

eyes turned out to be of greater predictive value in understand-

ing disease than all of the wondrous happenings in the night

skies above. In the words of Cicero: “No one regards what is

before his feet; we all gaze at the stars.”

A story is told of Sherlock Holmes and Dr. Watson going

on a camping trip to west England. It was early autumn, sol-

stice time, when the meteorites were plentiful. After a generous

meal and a large bottle ofwine, they entered their tent, lay down

and went to sleep.

Some hours later, Holmes awakened and nudged his faith-

ful friend. “Watson, look up at the sky and tell me what you

see.” Watson replied: “I see millions ofstars.” And Holmes said:

“What does that tell you ?” Watson pondered a moment and

then answered: “It tells me that there are millions of galaxies

and, potentially, billions ofplanets; astrologically, I observe that

Saturn is in Leo; horologically I deduce that it is about 3 AM;
and theologically, I can see that we are but small and insignifi-

cant parts of the universe. Holmes, what does it tell you ?”

Holmes was silent for a moment and then he spoke:

“Watson, you credulous soul, someone has stolen our tent.”

- Stanley M. Aronson, MD
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The Changing Economics of Medicine:

A Rhode Island Snapshot

C hanges in the economics of

healthcare have been relentless,

heartless and determined inde-

pendent of quality impact. Physicians,

often the last to be consulted, are not “in

the loop” for any discussion regarding

changes in medical care precipitated by

economics. My perception may be some-

what biased and the viewpoint slanted

since I practice specialty medicine, Di-

agnostic Imaging, in a large single spe-

cialty group. While I am concerned with

a hospital practice, my group, Rhode Is-

land Medical Imaging, spends a signifi-

cant part of its effort in private practice

outpatient care. My group has been

swept by incessant and often unimagin-

able cuts and changes in reimbursement,

as have all the physicians in the state.

No health practitioner that I know

of doubts that our healthcare system is

in trouble. There are insufficient dollars

in the system to make it function for the

level of care expected by patients and

desired by most practitioners. The

middle-class population of this country

assumes healthcare is a right, similar to

life, liberty and the pursuit ofhappiness.

This expectation has developed without

any commitment of dollars to make it

happen and similarly with the expecta-

tion that medical care will be perfect and

the outcome totally satisfactory. The pa-

tient population receiving this medical

care in most cases does not actually pay

for the service rendered. Most medical

care is paid by health insurance provided

by the employer or through the public

sector.

As discussed in the first article by

Stephen Cha, our healthcare system is

based on a “Rube Goldberg-like process”

which evolved because providers and the

government wanted a private plan and

not a national/public plan. It is a system

without overall design and without over-

all or universal coverage.

Most practitioners would glibly an-

swer that medical care is market-driven

and based on the free enterprise system.

Such a system is attractive to indepen-

John J. Cronan, MD

dent individuals, like physicians. In re-

ality, the system is more socialistic. The

government sets rates via both Medicare

and Medicaid and determines the num-

ber of physicians and hospitals via reim-

bursements and legislative control.

Similarly, the government sets many stan-

dards ofcare be it immunization or prac-

tice standards for hospitals or

mammography, etc. In spite of the gov-

ernment control and oversight ofthe sys-

tem, reimbursement of the practicing

physician is not supported or underwrit-

ten by the government. Instead, provid-

ers are left to fend for themselves and

attempt to achieve reimbursement based

on “productivity and efficiency.”

Bizarre rules of business and com-

merce exist in other areas ofthe healthcare

system. When dealing with the insur-

ance industry we have a system in which

the individual who purchases the insur-

ance (in most cases the employer/govern-

ment) is not the individual receiving the

medical care. This in turn leads to a sepa-

ration of the patient from the provider.

Note the overwhelming sense ofdeterio-

ration of the patient/physician relation-

ship recounted in the two generations of

practicing surgeons portrayed in the ar-

ticle by Candace Dyer. The frustration

expressed at the present bureaucracy vs.

the simple days of a half-century ago

when a handshake would bind a life-long

patient/physician relationship. This is

compared to the perverseness of the

present system, amplified by insurance

companies setting out to control market

share only to lose money. Max Powell

predicts that the insurance movement

will go back to selecting “well patients,”

avoiding large segments of the popula-

tion and abandoning the goal ofcontrol-

ling market share. This new business

strategy will permit the insurance com-

panies to once again maintain financial

solvency.

George Vecchione discusses the

paradox ofthe healthcare system with the

focus on economics. He discusses how

in this present age of unbridled techno-

logical potential we are saddled with re-

imbursement which doesn’t cover the

cost of the service provided. Similarly,

as the lesson learned from the insurance

companies in this healthcare environ-

ment, volume will kill you. George

Vecchione’s article was sent to me the

same week that Lifespan moved to seek

arbitration to settle a nursing crisis

brought on by inadequate number of

nurses nationally. The hospital will be

forced to pay significantly more dollars

to get more nurses, yet there is a massive

nursing shortage. Paying extra dollars to

move nurses around won’t solve anyone’s

problems. The shortage of nurses has

become glaring because, as job consult-

ants have discussed, hospitals are the 2 1 st

Century version ofa factory. URI’s Col-

lege of Nursing has had a 50% drop-off

in applicants for the 1998-1999 year!

Implications for financial solvency for

hospitals with these kinds ofstatistics are

staggering. Personnel costs are the num-

ber one expense for a health system, and

these expenses will skyrocket as money

is expended to solve the problem. The

shortage of medical personnel reflects a

lack of interest in healthcare employ-

ment. The field ofmedicine is unattrac-

tive for many young people.

Patricia Nolan discusses many ofthe

issues facing the state healthcare systems.

The system is certainly underfunded. I

would ask where are “the tobacco dol-

lars?” These dollars would have done

wonders to stabilize our precarious health

system. The insurers have begun the pro-

cess of selecting patients, which will in-

deed ultimately lead to an increase of

patients in the public sector. At some

point, only the well or the healthy will

be in private insurance and the remain-

der in Rite Care.

These economic changes have also

hammered medical education. Stephen

Smith points out that with increased pres-

sure to produce income, teaching has

become less of a priority. Patients must

be seen in order to generate a salary. From

the viewpoint ofa medical student, there

Medicine and Health / Rhode Island



is perceived to be a lack of interest in

education at a time when they are pay-

ing over $30,000 a year tuition and many

are graduating with over $100,000 in

debt. With this negative economic en-

vironment and the overall precarious pic-

ture for medicine, it is no wonder that

applications to medical schools have de-

creased for the third year in a row. Rock

stars, professional athletes, web page de-

signers, financial consultants are all com-

pensated in a manner that makes their

careers look very interesting to younger

people. Until physicians are compen-

sated based upon their education, tech-

nical skills and time commitment, it

appears that this downward trend of in-

terest in medicine will certainly continue.

What I find most interesting is the

absence ofconcern by the public for the

problems effecting medicine. Similarly,

even on the political scene, during an

election year, there is litde discussed about

the crisis in medical care.

Peter Phipps, a Deputy Managing

Editor of The ProvidenceJournal, writes

on a regular basis in the Sunday Business

Section about the local problems ofmedi-

cal care. He observes the crisis facing

medical care and the inability to deter-

mine a “scorecard.” He perhaps typifies

the “educated consumer” in this present

day and age. You sense someone am-

bivalent toward their physician with an

admonition of“caveat emptor.” The lack

oftrust defined by Candace Dyer is ram-

pant in Mr. Phipps’ article. As he points

out, the physician’s request, “trust me,”

won’t cut it anymore. The expectations

of the population are enormous. You

perceive that the art of medicine is lost,

and instead there is a demand for perfec-

tion and the erosion of trust. These ele-

ments develop an enzymatic process for

further malpractice suits.

There are no solutions to the eco-

nomic problems presented in this issue

olMedicine&Health/Rhode Island. This

issue was developed to provide thought

and discussion regarding our local health

scene. While physicians simplistically

wish to care for patients and not argue

with insurers or fill out forms, there is

no immediate change foreseen on the

horizon. Participation in the present

medical environment evokes the old ad-

age “It’s only work when you would

rather be doing something else.” Until

approximately five years ago, I never

thought any aspect ofmedical care could

be work. Unfortunately, the association

of my daily efforts with the concept of

work now occurs too frequendy. This

mindset is driven by changing healthcare

economics.

John J. Cronan, MD, is Radiologist-

in Chief, Rhode Island Hospital, and Pro-

fessor and Chairman, Department of

Diagnostic Imaging, Brown University

School ofMedicine.

Correspondence:

John J. Cronan, MD
Rhode Island Hospital

593 Eddy Street

Providence, RI 02903

phone: (401) 444-5184

fax: (401) 444-5017

e-mail: JCronan@Lifespan.org

The Development of Health Insurance

Abbreviations Used:

AHA American Hospital Association

HMO health maintenance organization

NLRB National Labor Relations Board

PPO preferred provider organization

F
ew would purposefully design our

present insurance system: patch

work employment-based for

middle and upper income, then govern-

ment-based for elderly, disabled and

poor. Additionally, our system spends

more, and covers a smaller fraction ofthe

population than any other nation.
1

Yet

it is this convoluted system, developed

from a series of rational decisions and

events, that makes for a fascinating ifnot

tragic story of bizarre evolution.

Overall Trends
Two distinctive trends have helped

shape the development of health insur-

ance over the course ofthis century. First,

medicine has steadily grown both in ef-

ficacy and expense. At the turn of the

century health insurance was rare both

because of the limited scope of medi-

cine as well as the relatively low expense

of therapies.

The first forms ofprivate health in-

Stephen Cha, MD

surance in 1 847 covered only lost

income, not medical costs, reflect-

ing the dominant worries over sick-

ness.
2 As the scope of health care

grew, institutions such as private

insurance were implemented in

order to accommodate the new de-

mands placed on the system.

Secondly, the providers historically

opposed public-based coverage. While

public-based coverage dominates most

other countries, the provider and other

interest groups in this country fended

offevery proposal for public-based cov-

erage, instead reluctantly supporting

private proposals. Eventually, the direc-

tions of these plans spun out of pro-

vider control. This pattern showed
itself in the formation of BC/BS, and

in the passage ofMedicare. In contrast,

consumers drove the development of

health insurance in European nations,

creating much different systems with

vasdy different incentives and priorities.
3

The issue is not that providers purpose-

fully created a favorable system, but

rather that a provider-based system re-

flects the legitimate priorities of provid-

ers over the legitimate priorities of other

groups.

The Birth of Blue Cross
In the late 1920s, two changes took

place that helped create Blue Cross. First,

health care had major advances, such as

antibiotics and the advent of modern

surgery with the development of anes-

thesia and antiseptics.
4 Accordingly, hos-

pital expenditures rose to $5.36 per U.S.

resident (whether hospitalized or not) per

year—while not a large figure by today’s
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standards, this figure reflects significant

hospital expenses. 5 Second, the Great

Depression took hold and private hospi-

tal beds began to go unfilled as fewer in-

dividuals could afford hospital care. As

of 1931 private hospital occupancy de-

clined to 62%. 3 This reduction left hos-

pitals in search of a solution. According

to Sylvia Law, “Blue Cross is the child of

the Depression and the American Hos-

pital Association.” It was developed to

keep the hospitals full.

In 1929, Dr. Justin Ford Kimball

of Baylor Hospital responded to these

losses by offering 1,250 Dallas school-

teachers twenty-one days of semiprivate

care in a twelve-month period for fifty

cents a month. This simple plan estab-

lished some of the basic principles of

health insurance that are still in use to-

day. The plan was conceived as a hospi-

tal service benefit—the only other types

ofinsurance that existed at the time were

indemnity plans, reimbursing cash only

rather than a service benefit. Though

providers were initially opposed, these

plans were largely designed to protect the

providers’ losses and ensure their finan-

cial stability.

Under favorable tax conditions, and

powerful foundation support, the AHA
established the Committee on Hospital

Service, which eventually grew to become

Blue Cross. In 1 939, the success of this

plan spurred the California Medical As-

sociation to form the beginnings of Blue

Shield, a parallel structure for physicians.

World War II: The En-

trenchment of Employer-

Based Health Insurance

Blue Cross grew steadily in the

1930s, covering 1.4 million people in

1 938, with private insurance covering an

additional 0.1 million. However, by

1951, the insurance industry exploded,

with Blue Cross enrolling 37.4 million.

Simultaneously private insurance sur-

passed Blue Cross, covering another 40

million.
6 This growth was direcdy tied

to a series of wartime government poli-

cies and rulings that effectively estab-

lished employer-based coverage as our

dominant form of insurance.

From 1939 to 1944, the GNP had

more than doubled, and unemployment

fell by a factor of 14.
5 Despite this war-

time economic boom, the federal gov-

ernment instituted price stabilization

along with a wage freeze to prevent price

escalation on key goods. The American

worker looked for other ways to benefit

from the economy, and a series of events

made health care an ideal place to gain.

Beginning with a ruling by the War La-

bor Board which allowed changes in

health benefits during this wage freeze,

there were additional tax advantages if

benefits were substituted for wage in-

creases. Essentially neither party was

taxed on health benefits, while wages

were taxed on both ends. Finally, the

National Labor Relations Board (NLRB)

and the Supreme Court implemented a

series of decisions that made health in-

surance a legitimate matter for collective

bargaining. This shift made health ben-

efits not simply another issue to discuss,

because any refusal to bargain over them

represented unfair labor practices.

Unions began pushing for health ben-

efits to ensure their membership and also

to provide an avenue to pursue health

care without fighting an uphill batde on

national health insurance.

In 1929, Dr. Justin Ford

Kimball ofBaylor

Hospital . . . [offered]

1,250 Dallas

schoolteachers twenty-one

days ofsemiprivate care

in a twelve-month period

forfifty cents a month.

As a result, from 1 939 to 1951, the

number of individuals with Blue Cross

or private insurance grew by a factor of

50. Employment based health insurance

was now a fixture of the US system,

largely due to decisions that were not

based on health care. This occurred dur-

ing a time when medical technology was

still limited—ventilators did not exist (in-

vented in 1955) and therapy for a heart

attack largely consisted ofwatching and

waiting. As health care became more ex-

pensive, the employer-based system be-

gan to chafe at these commitments which

were made during the war.

Managed Care as Cost Con-
trol

Managed care, created before Blue

Cross in the 1930s, produced the first

prepaid group practices. However, most

of these efforts fizzled under strong pro-

vider opposition, with a few notable ex-

ceptions such as Group Health of Puget

Sound and Kaiser-Permanente. Inter-

est renewed in the late 1960s and 70s

when health maintenance organizations

were viewed as the answer to cost escala-

tion. Provider opposition was still strong,

but President Nixon passed the HMO
Act in 1973, authorizing $200 million

in federal funds to establish and develop

HMOs over five years.

During the 1980s it was no longer

government and policy experts worried

about cost escalation, but American

manufacturers and employers that com-

plained about the competitive disadvan-

tage ofUS health care expenditures. This

new demand on cost control created the

conditions for managed care to grow,

from 10.2 million enrolled in 1981 to

38.6 million in 1991/ In 1998, preferred

provider organizations (PPOs) surpassed

HMOs as the plan type with the largest

market share, with enrollment in man-

aged care at 86% of overall enrollment

in job-based plans.
8
Yet these efforts have

still not had the kind ofcost control that

some initially hoped for.

Conclusions
Many of the problems with the US

employer-based health insurance system

might have developed regardless of this

history. For instance, the high cost of

the US health care may reflect American

attitudes more than any history of pro-

vider-dominated development. Yet per-

haps what is most distinctive about the

American health insurance system is what

is missing: the lack of an overall design

and the lack ofuniversal coverage. These

holes reflect the arbitrary nature of the

development of our system.

Employer-based coverage has always

been more effective for certain segments

of the population, and for those groups

it was quite adequate. However, employ-

ment-based coverage has declined, with

the percentage ofnon-elderly Americans

covered by job-based insurance declin-

ing from 71% to 64% from 1977 to

19967 Rising health insurance costs,

decreasing real wages for low-skill work-
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ers, and increase in cost-sharing by em-

ployers are all creating a crisis in the em-

ployment-based system. Continuing

shifts in the nature of the economy will

exacerbate these problems.

Providers have dominated much of

the development ofour health insurance

system. Providers today and consumers

alike share frustrations as third party

agents gain a more prominent role. The

changing economy allows more of the

middle class to be affected by the lack of

coverage as well. These changing dynam-

ics create a possibility for new alliances

to help repair our patchwork system of

coverage.
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The Present Status of Health Care in Rhode Island

from the Insurance Intermediary
^

Max Powell

The purpose of this article is to

put forth a perspective on how

recent economic changes have

affected the insurance component ofthe

health care system. While the focus is

on the present, rather than history, there

will be references to previous trends or

business strategies to aid understanding

of how environmental forces are shap-

ing change in the health insurance in-

dustry today.

It will not come as news to anyone

that the health insurance industry has

recently experienced a difficult period fi-

nancially, and this downturn was particu-

larly pronounced in Rhode Island. The

Rhode Island decline began in 1995

when the combined pre-tax income of

the five principal competitors dropped

to $27.6 million, from $63.6 million in

the previous year. This negative trend

culminated in a combined pre-tax loss

of $79.4 million in 1998.

A number of factors contributed to

these trends, but foremost among them

was the drive for market share in the com-

mercial (employer-based) business seg-

ment, and the price competition that

resulted. Prescription drugs emerged as

a major driver on the cost side of the

equation. Efforts directed at utilization

management and provider contracting

were successful in producing more mod-

erate cost increases in other components

of medical cost.

The rapid expansion of health plans

into the Medicare Risk business segment

by many insurers, both nationally and lo-

cally, has also been a significant contribu-

tor to the negative financial trends, thanks

to cost reduction strategies contained in

the Balanced Budget Act (BBA).

The health insurers began to expe-

rience a turnaround in financial perfor-

mance in 1999. The four principal

insurers active in the Rhode Island mar-

ket as of December 31, 1999 produced

combined pre-tax income of $6.2 mil-

lion for that year. These positive trends

have continued into the current year: this

same indicator increased to $13.5 mil-

lion for the first quarter alone. These

results would have been even better but

for the significant losses which persisted

Abbreviations Used:

BBA Balanced Budget Act

for the Medicare Risk line of business, at

least through 1999.

These improved financial trends

came too late to save one long-time com-

petitor, and a promising new competi-

tor, in Rhode Island. Both Harvard

Pilgrim Healthcare ofNew England and

Tuffs Health Plan have exited the mar-

ket. Aetna/US Healthcare is renewing

efforts to enter the market, but it is to

soon to predict success. For the present,

ifone recognizes that Blue Cross and Blue

Chip operate under a common manage-

ment and business strategy, the Rhode

Island commercial market has been re-

duced to two dominant competitors.

Both purchasers and providers of

health care have an interest in how this

financial turnaround has been accom-

plished and, more importandy, how it will

be perpetuated. Each insurer has a unique

set of strategies, but some general trends

emerge. We may be coming full circle.
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In order to achieve financial goals,

the business of “Health Insurance” has

historically relied upon principles com-

mon to any line of insurance. Specifi-

cally, risk assessment and pricing ofeach

customer accordingly. While Blue Cross

plans held out as long as they could with

the practice ol community rating, the

industry in general concentrated more on

the quality of the book ofbusiness rather

than maximizing market share (by offer-

ing attractive prices to the people who

are least likely to use health care services).

There was little effort at controlling

costs through utilization management,

and only Blue Cross plans were in a po-

sition to control costs through provider

contracting. Ifcosts went up, rates went

up correspondingly. In many cases, in-

surers shifted risk to employers through

various forms of sell-insurance arrange-

ments. The insurance carriers truly were

“ fiscal intermediaries”.

The rapid growth ofHMOs and the

various models of managed care that

emulated them transitioned us into the

business of the “Health Plans”. The pri-

mary focus shifted to cost control as the

means of achieving financial goals. Uti-

lization management became an impor-

tant cost control strategy, and generated

huge investments in the information

technology to support it. Provider con-

tracting techniques required the use of

selective provider networks, and an in-

creased emphasis on membership vol-

ume, in order to maximize bargaining

leverage aimed at reducing unit costs. Ac-

cordingly, market share became a more

important issue in health plan strategies,

and underwriting (risk selection) was de-

emphasized.

These managed care strategies,

aimed at controlling costs, along with the

perceived need to gain the market share

necessary to support them, ushered in a

period of relative rate stability (many

would say at the expense of providers).

In the most recent years, even quality of

care comparisons began to emerge as a

competitive factor aimed at attracting

more members, e.g. the HEDIS mea-

sures and other “report card” compari-

sons of performance regarding access to

health care services.

In general, purchasers still support

the concepts ofmanaged care. However,

providers, patients, and public policy

makers have increasingly sought to put

parameters around managed care func-

tions. The increased threat of exposure

to legal liability has motivated some

health plans to reduce the intensity of

the intervention strategies involved with

managing utilization. There seems to be

little more that can be squeezed from pro-

vider contracting, as hospital systems

become more organized to increase their

own bargaining position. Similarly, phy-

sician reimbursement has been reduced

to levels which threaten the viability of

physician practices.

At somepoint in the

future
,
publicpolicy

makers may conclude that

the onlypeople not in

publicprograms are the

lowest utilizers ofhealth

care and, for this reason,

their inclusion would not

add much in the way of

additional cost.

In short, it seems that much of the

public would prefer that the health plans

once again assume their former role as

“fiscal intermediaries” and return to the

“health insurance” business. Perhaps they

are getting the message and deciding to

“make their money the old fashioned

way” — by re-emphasizing the role ofpric-

ing and risk selection to be at least on a

par with strategies to control cost.

In the last eighteen months we have

seen a dramatic increase in health insur-

ance rates, particularly among smaller

groups and those whose employees are

in older more risk-prone age brackets.

Underwriting standards and auditing

processes are being strengthened. Mar-

ket share considerations are no longer

driving point-of-sale negotiations as

much as are risk assessment and the need

for adequate pricing. Counties with in-

adequate Medicare Risk reimbursement

rates are being abandoned. With only

two dominant competitors remaining in

the Rhode Island commercial market, the

insurers are positioned to acquire busi-

ness on terms which support their goals.

It is always risky to predict the fu-

ture. However, two inter-related dynam-

ics seem nearly inevitable.

First, as the health plans become

increasingly frustrated with their ability

to control costs, due to regulatory restric-

tions or changes in the balance of forces

in the market place, they will rely more

heavily on the traditional strategies of risk

selection and pricing to achieve their fi-

nancial goals.

The development of this new para-

digm will lead to a shift of the popula-

tion with higher health service utilization

from the private sector to publicly funded

programs. For example, we are already

hearing debate about lowering the Medi-

care eligibility age down to age 55 (at least

on a buy-in basis) as the 55 to 65 age

segment becomes priced out of the pri-

vate market. At some point in the fu-

ture, public policy makers may conclude

that the only people not in public pro-

grams are the lowest utilizers of health

care and, for this reason, their inclusion

would not add much in the way ofaddi-

tional cost. This would certainly become

a powerful argument for the advocates

of a fully publicly funded National

Health Insurance program.
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Health Care, is a health care consultant.
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A Practicing Physicians Perspective

M y father and I collectively

have over fifty years’ experi-

ence practicing general sur-

gery. My dad practiced from 1952 un-

til 1995, and I have been practicing

since 1985. Much of the following is

gleaned from our personal experiences

and his recollection of “times gone by.”

From a physician’s point of view, I do

believe, in many ways, they were truly

the “good ole days.”

When my dad went into practice

in 1952, I was just a twinkle in his eye!

He joined another local surgeon, who

gave him three months free rent as an

incentive to join him. Thereafter he

paid $45 per month for a four-room

office in Pawtuxet Village, with a slop-

ing floor! One secretary handled all the

bookings and billings, and she would

also pinch hit as a “nurse” when an as-

sistant was required for an office proce-

dure. Office visits were usually $5, but

ranged from zero to $8. Most patients

had no insurance, and procedures were

done for a fee agreed upon between the

patient and the surgeon. Most patients

kept their word and paid promptly. If

they could not afford the fee, they might

offer a chicken, fruits, vegetables or

some other bartered exchange for ser-

vices.

When medical insurance arrived

in Rhode Island, it was for the most part

in the form of Blue Cross/Blue Shield.

Physicians were allowed to charge above

the insurance allowable limits, but rarely

did. The top surgical fee at the time

was $225 for a gastrectomy, colectomy,

or some other major procedure. A
cholecystectomy brought $ 1 50, and an

appendectomy or hernia, $100. A
patient’s ability to pay was determined

by the “front office” or the sole secre-

tary who would arrange for payment

schedules in $5 packets. There was very

little paper work, and the insurance

companies required little data, usually

just the date and type of service. Deni-

als were not heard of!

Professional liability was not a con-

Candace L. Dyer; MD

cern ofmost physicians, though they did

carry a modest amount of malpractice

coverage with premiums costing in the

range of $500.00 or less for surgeons.

Defensive medicine was not a familiar

concept until much later.

Office overhead was about 15%.

Office hours were afternoons and eve-

nings. Many minor procedures were

done routinely, and the secretary rarely

was present for the evening shifts.

Our staffnow

outnumbers physicians by

almost 2:1 y and 75% of

their time is dedicated to

collecting money.

Times have changed! Some of the

changes have been painful. Many of the

painful changes have come about be-

cause physicians tend to focus on car-

ing for patients rather than on keeping

the books. Physicians’ collective neglect

of “the business of medicine” has made

them easy prey for payers — who are

no longer the patients but their insur-

ance companies or the government.

These entities have taken advantage of

physicians’ storied lack of business acu-

men.

Overhead in medical practices has

grown exponentially, from 15% to

about 40%. Our staff now outnum-

bers physicians by almost 2:1, and 75%
of their time is dedicated to collecting

money - claims processing, billing, prior

authorizations, verification of covered

services, etc. Many forms are required

to credential and recredential doctors

with the various insurance companies,

and different plans, and while the data

requested are always the same, the req-

uisite format is always different. This

takes an inordinate amount ofstafFtime.

Even when we file claims electronically,

they must be checked, rechecked and

resubmitted, often for reasons that never

become clear.

The need for more thorough docu-

mentation has also placed an increased

burden on practices. No longer do in-

surers or Medicare take “our word” for

services rendered (or proposed). Rather,

we must document in detail, and even

then we are sometimes denied payment.

Until recently, one insurer was routinely

and arbitrarily “downcoding’ all 4 and

5 levels of care to level 3; now this in-

surer does not bother to downcode - it

just reimburses 4s and 5s at the level 3

rate!

When I first went into practice in

1985, our office visit fee was $25. It

took nearly an act of Congress for me
to get my father to agree to an increase

to $35! Now we are all supposed to have

differential levels and fees according to

the severity and complexity involved

and we must justify this with “appro-

priate” documentation. Fear of being

accused of fraud results in many physi-

cians’ undercoding. Coding seminars

are now routine conferences attended

by doctors and their staff. Medicare also

wants us to factor in the time element,

i.e., how long it takes us to evaluate a

patient, but I think this is fallacious.

Some physicians accomplish the same

thing in much less time and so end up

being penalized for their efficiency!

As the American “right to sue” has

become ingrained in our society, and

personal responsibility takes a back seat,

defensive medicine has soared. Diag-

nostic tests have superseded clinical

judgment and are one major reason for

the escalation of health care costs

throughout this country. “Wait and see”

is no longer an option, and it is all too

easy to fall prey to the fear of “missing

something.” This is not to imply that

tests are superfluous. Many have made

patient care better, more precise and

more efficient. But with these advances

comes a price tag in terms of costs to

the health care system.

My personal view of a better sys-
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tem would be one that restores trust and

intimacy to the doctor-patient relation-

ship. We must recognize that medicine

is both an art and science. No two pa-

tients are the same; thus, no two diag-

noses are the same. Physicians are

human beings trying their best to do

what benefits their patients. They are

the ones best trained for this work.

Neither the insurance companies, nor

the government, nor lawyers for that

matter, are capable of making daily de-

cisions that affect the lives of the sick.

We must make our system much

simpler. Physicians should be practic-

ing medicine and not worrying about

the business of medicine. They should

be fairly compensated in accordance

with their education, training and skill

and time commitment. Society must

value health care and realize that it is

not free (or even inexpensive). Insur-

ance companies should pay claims and

not practice medicine. Quality assess-

ment should be the exclusive province

of impartial clinicians. And, competi-

tion should be among qualified provid-

ers, not based on who will provide

services for less.

I am afraid the “good ole days’’ will

never return, but the Medical Society

has spent much time this past year work-

ing to improve some of the glaring in-

equities. I believe the pendulum is on

the down swing and, hopefully we will

see doctors and patients, once again, in

control of the health of our citizenry.

Candace Dyer, MD, a surgeon, is

president of the Rhode Island Medical

Society.
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The View of the Health System - And
Why It Matters

George Vecchione

At a recent health care forum,

Senator Jack Reed, who lived

through discussions on the Con-

gressional level of major reform, cited

Charles Dickens to describe the Rhode

Island health care system: “It was the

best of times; it was the worst of times.’’

On the one hand, our health sys-

tem is influenced by factors that are lit-

erally transforming the face of health

care, and Rhode Island’s health care sys-

tem - if it can navigate the current tur-

bulence and remain intact— stands

poised to translate advances in biotech-

nology, information technology, and bio-

medical research into a system more

efficient, quality-oriented, cost-effective,

and outcome-focused.

On the other hand, our health care

system, nationally and especially in

Rhode Island, finds itself beset with un-

precedented challenges: dramatic reduc-

tions in public sector support, a volatile

and shrinking local insurance market, an

older and aging population, diminished

borrowing power, an expansive regula-

tory environment, and the persistent

problem of providing care and coverage

to those without private insurance.

The federal Balanced Budget Act

of 1 997 slashed payments to health care

providers, and teaching hospitals were

among those hardest hit. The Health

Insurance Portability and Accountability

Act of 1996 requires health care institu-

tions to adopt a common set ofstandards

and requirements for securing electronic

information, including privacy and secu-

rity requirements, that bring with them

attendant costs in information technol-

ogy and logistics.

When assessing Rhode Island’s over-

all health care costs, the impact ofdemo-

graphics must be considered. Rhode

Island has one of the oldest populations

in the country, with a high percentage of

our citizens over the age of 63. We also

have the highest percentage of what de-

mographers refer to as the “old old”:

people over 83. As people age, they re-

quire more frequent and more compli-

cated health care services. Consequently,

in Rhode Island while hospital costs are

lower than the national average, our costs

per person are higher than average due

to higher utilization.

To complicate matters further, the

volatile insurance market in Rhode Island,

after the failure of Harvard Pilgrim Rhode

Island and the retreat ofTufts Health Plan,

leaves providers with fewer insurers with

whom to contract - increasing the risk that

payments will be insufficient to cover costs

and overhead. Increased reliance on man-

aged care, which in Rhode Island also in-

cludes a high concentration of Medicare

recipients insured through managed care,

has been one response to the strain insur-

ers, employers and consumers all feel.

There is no question that consumers and

businesses are increasingly price-sensitive,

and question both care protocols as well

as costs in today’s health care system.

These trends are particularly troubling to

non-profit teaching institutions, forwhom
a certain amount of cost is driven by their

“public good” missions of caring for the

uninsured, subsidizing teaching and re-

search, and often caring for the sickest

patients.

In the face of this strain, health care

providers cannot afford to sit still, since

future enhancements ofpatient care and

health system efficiency rely on new in-

novations and new investments. Provid-

ers throughout Rhode Island are focusing

on creating collaborative, patient-cen-

tered models to improve the patient ex-

perience, reduce errors, and achieve good

outcomes.
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All hospitals in Rhode Island, for example, are work-

ing with the Department of Health to implement the clini-

cal and quality outcomes reporting called for in legislation

advanced by Lt. Governor Charles Fogarty.

As an example of the opportunity, I cite Lifespan’s in-

vestments in communications and computing infrastruc-

ture to arm the doctors and nurses who work at our

institutions with 21st Century tools for

recording, sharing and interpreting pa-

tient information. Lifespan has invested

$44 million in information technology

enhancements in the last four years alone.

Most of these expenditures have been

aimed at improving patient care by bring-

ing more information to the bedside, and

improving communication between pro-

viders to make care as seamless, collabo-

rative and coordinated as possible. For

instance, we are building a comprehen-

sive patient index consisting of basic data about all patients

who come through any Lifespan facility, so that upon a

return visit, providers on site will have access to previous

illness and treatment interactions. We are also making

electronic clinical records available to physicians through a

high-speed connection, allowing for security and privacy

of patient data and near-instant access for community phy-

sicians who want to follow hospitalized patients from their

offices outside the hospital. We also built a single commu-
nications network to share information among our part-

ners - a faster, more convenient sharing of resources.

Finally, we are about to implement an order entry project

which, among a number of clinical care tool enhancements,

will allow physicians to access patient-specific information

and knowledge bases as they plan next steps in a patient’s

treatment plan. We are hopeful that these tools will reduce

the number and severity of patient errors - a topic that has

recently catapulted center stage with lawmakers in Wash-

ington and around the country.

Health care providers, particularly research institutions,

also must stake a claim in the burgeoning world of

biomedical research and genetics and genomics. At

Lifespan alone, external research funding grew

nearly 57% between 1996 and 1999, from $21.3

million to $33.4 million. Since biomedical research

is one area in which the Congress, like private en-

trepreneurs, seems willing to invest more resources,

the potential for Rhode Island to continue to grow

its biomedical research enterprise, and to create

more high-paying jobs, is great. The announce-

ment earlier this year that researchers have fully

mapped the human genome carries with it dizzy-

ing implications for the future of health care, the

efficacy of medicine, the very continued existence

of disease as we know it.

The size, shape and character ofRhode Island’s

health care system will continue to evolve. It is not

Lifespan has invested

$44 million in

information technology

fouryears alone.

yet clear whether key parts will survive the current economic

turmoil; there is no better example of this than the current

fragility of the home health care industry. Navigating a path

through countervailing forces will require a thorough un-

derstanding of our health care system: what and where the

costs are, what drives them, and why so many parts of the

system are losing money. It will also require a better under-

standing ofhow government, providers,

health care institutions, and insurers can

best work together to provide a high-

quality, cost-effective solution for pa-

tients.

One thing is clear: the stakes are

enhancements in the last high. Health care is the biggest private

sector job producer in Rhode Island, re-

sponsible for the paychecks ofmore than

40,000 Rhode Islanders. Rhode Island

teaching hospitals bring in more than

$60 million public and private research

dollars to the state, money that is spent outfitting labs, buy-

ing equipment, and paying salaries - all bolstering the Rhode

Island economy. The breadth and availability of high qual-

ity health care services are a draw to the Ocean State: just

ask the patients from Massachusetts, Connecticut and else-

where who make Rhode Island a net importer of patients.

Working together to maintain and advance our system’s ex-

cellence, and to fix those parts not working optimally, is not

only vital to our economy, it is vital to the health care of all

Rhode Islanders.

George Vecchione, is President and CEO, Lifespan.

Correspondence:

George Vecchione

Lifespan - Coro Building

167 Point Street

Providence, RI 02903

phone: (401) 444-6699

fax: (401) 444-8700

275
Vol. 83 No. 9 September 2000



The State s Viewpoint

H ealth care is a major responsi-

bility ofstate government. The

state purchases health care and

health. State agencies also provide health

care services to specific populations. The

state is concerned with maintaining ad-

equate quality, providing appropriate ac-

cess, operating efficiently, and having

adequate revenues. At the same time,

people’s access to health insurance and how

much it costs are very important policy and

budget concerns for the State. State agen-

cies exercise regulatory authority over

health care and health insurance, further

affecting the economic basis of medicine.

Increasingly, in an effort to encourage “pru-

dent purchasing’’ and allow market forces

to influence cost, quality and accessibility,

state regulatory agencies are charged with

making information widely available to

policy makers, providers and consumers.

The Governor’s Advisory Council on

Health (GACH) was established to con-

duct research and analysis on trends in

the health care marketplace. Its most re-

cent report
1 examines the health care in-

dustry in the Rhode Island economy,

concluding that:

• Health Services is the top private sec-

tor employer, accounting for 1 1 .3%

of total employment and 12.6% of

total payroll.

• Employment in health care has

grown faster than private sector em-

ployment as whole, with particular

expansion in residential care, home

health and physician offices.

• The federal Medicare program con-

tributed $1 billion to the Rhode Is-

land economy in 1998, while the

federal share of Medicaid and other

state health programs was $543 mil-

lion.

A funds flow analysis of health ex-

penditures in Rhode Island in 1998 2

shows that:

• In 1998, total Rhode Island health

care expenditures exceeded $4.66 bil-

lion, not including research, construc-

tion or training programs.

Patricia Nolan, MD

Per capita expenditures for health

services and supplies increased to

$4,712 in 1998, 19% greater

than US per capita expenditures.

Consumer out-of-pocket expen-

ditures in Rhode Island were $847 per

capita.

The largest component of the health

care dollar, 36%, is spent for hospital

services. However, outpatient care

makes up an increasing portion of

hospital revenue.

The largest source offunds for health

care services and supplies in Rhode

Island was private health insurance

(35%), closely followed by federal

sources (31%). Consumer out-of-

pocket expenditures accounted for

18%.

Per capita costs associated with hos-

pital services in Rhode Island exceed

the US average by more than 20%.

Per capita spending for nursing home

services exceeds the US average by

30%. The higher proportion of per-

sons over 65 in Rhode Island pardy

accounts for the higher utilization

rates reflected.

Shifts to Medicare and Medicaid man-

aged care contracting has had a mod-

est impact (approximately $23 million

in 1998) in reducing hospital revenues

and in increasing the share of Medi-

care payments for physician services

and prescription drugs. The higher

proportion of aged persons and the

higher penetration of managed care

options in Rhode Island magnify the

impact ofMedicare policy changes on

health care expenditures in the state.

In a separate study,
3 the GACH ex-

amined whether Rhode Island’s health

care industry is competitive. The study

used health plan costs as a measure of

competitiveness, and concluded that pre-

mium rates needed to cover the costs of

benefits are similar in Boston and Provi-

dence. The authors state, “There does

not appear to be any underlying competi-

tive cost advantage inherent in the Rhode

Abbreviations Used:

GACH Governor’s Advisory Council

on Health

Island health care system.”

The study also compared unit costs

for health care services among Connecti-

cut, Massachusetts and Rhode Island hos-

pitals for Medicare patients.

Reimbursement per hospital discharge for

the top ten DRGs by volume and by in-

tensity was generally lowest for Rhode Is-

land. Utilization rates were marginally

higher in Rhode Island.

Approaching the question of health

care services from the perspective of hos-

pital costs, the Department ofHealth has

compared community hospital costs for

acute care in Rhode Island with those in

New England states and the United

States.
4
In 1998, Rhode Island hospitals

had the tenth highest expenses per-capita

but the twentieth lowest unit expenses.

Reconciling these two apparendy conflict-

ing statistics was the fifth highest outpa-

tient utilization in the country. 5

A review of hospital unit expenses

shows that “Rhode Island hospitals in-

curred $5,025 in expenses, in aggregate,

per adjusted discharge (case-mix ad-

justed)
6 - 6% less than the national aver-

age of $5,3 1 8, and the least expensive in

New England.”4 This data suggest that

higher outpatient hospital utilization is a

significant factor in the relatively higher

per capita hospital expenses in the state.

Of critical importance to the Rhode

Island health care system, in 1998 Rhode

Island hospitals received $4,829 per ad-

justed discharge against an expense of

$5,025 per adjusted discharge, a result of

the payment policies of individual payors

and unreimbursed services. In the 2000

legislative session, the hospitals expressed

concern over lower revenues because of

unpaid co-payments and deductibles and

long delays in reimbursement from health

insurers. Insurers cited high per capita

costs of hospital care and delays in billing

as inefficiency.
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A central question in Rhode Island

in 2000 was how to preserve high levels

of insurance coverage at reasonable costs.

Despite surveys showing a willingness to

offer health insurance to workers in most

employment sectors," there was a major

shift away from employer-based health in-

surance to the public plans in 1999. One

major managed care plan failed. A sec-

ond, smaller plan withdrew from the state,

and a third reduced its Medicare man-

aged care benefits. Costs of employer-

based premiums increased, and further

increases are predicted. Improving and

subsidizing the small business health in-

surance market to control cost and reduc-

ing dependence on the public insurance

plan are central strategies.

In this environment, widespread dis-

affection ofhealth professionals is evident.

Physicians, other health professionals, clin-

ics, and home health agencies are frustrated.

The pressure to practice more efficiendy is

accompanied by increased administradve

demands and slow, inadequate payment.

Many practices reported that they are fi-

nancially strained. The increased cost of

practice, including extensive diagnostic and

treatment alternatives needing more com-

munication with patients and among

health professionals, is not matched by in-

creased reimbursements for time spent.

Health professionals resist the myriad re-

imbursement scales, co-payment and de-

ductible requirements, and approval

procedures of the multiple health plans

which pay for the care of their patients.

Physicians and other health profes-

sionals jockey for autonomy and reim-

bursement. In an effort to expand

reimbursable services, a number ofhealth

professionals are seeking or have gained

an expanded scope of practice. Changes

in the scope of practice of health profes-

sionals are seen as encroaching on the

physician’s professional role.

Health plans seek to limit the num-

ber and types of health professionals serv-

ing their beneficiaries by developing

coherent networks and utilizing benefit

management companies, disease manag-

ers, and care managers to monitor utiliza-

tion and improve coordination. The clash

of professional autonomy with cost con-

trol and utilization reduction measures is

seen by patients as a frightening limitation

on their ability to obtain needed health

care, to maintain a relationship with a pri-

mary physician, and to have health care

easily available when they need it.

No single viewpoint on how to meet

the competing goals ofhigh quality health

care for all persons at an affordable price

has emerged. Demands for lower premi-

ums for health insurance, lower costs of

health care, and solvency of health insur-

ers are matched by demands for greater

benefits and coverage, better reimburse-

ment of providers, higher quality and in-

creased access to care.

Demandsfor lower

premiumsfor health

insurance, lower costs of

health carey and solvency of

health insurers are matched

by demandsfor greater

benefits and coverage, better

reimbursement ofproviders,

higher quality and

increased access to care.

Our attempts to resolve health care

financing, access and quality issues for

Rhode Island, and the US, in piecemeal

fashion have not worked well. A major

overhaul of the ways we finance and de-

liver health care through national health

care reform was rejected resoundingly

in 1994. How can we respond to these

challenges?

The best answer may be akin to the

bumper sticker slogan, “Think globally.

Act locally.
’’

Ifwe can envision a health

care system that maximizes participation

and quality while minimizing costs, our

interim steps may be more productive. In

order to develop a shared conception ofa

successful health care system, I suggest

that we need to do the following:

• Emphasize the role of prevention,

health promotion, and early detection

in reducing the burden of illness of

Rhode Islanders;

• Provide as much information as pos-

sible about the value and quality of

health care services to Rhode Island-

ers;

• Increase monitoring ofthe quality and

access to health services while control-

ling the cost of monitoring and col-

lecting information, and make the

findings easily accessible to all inter-

ested persons;

• Support people in their efforts to

understand the existing health care

system in Rhode Island and to navi-

gate that system successfully;

• Develop and enforce expectations for

quality health care, not just minimum

standards, in all Rhode Island health

care facilities and by all Rhode Island

health professionals.
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Economic Effects on Medical Education
—

Stephen R. Smith, MD, MPH, Michele G. Cyr, MD, Faiza Fawaz Estrup, PhD, MD, Francis X. McCrossan, MBA,
and Lois A. Monteiro, PhD

The economic forces prevailing

in the medical marketplace af-

fect medical education. Since

the first graduates of the Brown Uni-

versity School of Medicine received

their medical degrees in 1975, the pro-

portion of the nation’s wealth devoted

to health care has doubled from about

7% of the gross domestic product to

nearly 14%. The rising costs prompted

business and government to seek ways

to reduce the growth, resulting in the

current managed care system. Despite

the increased spending for health care,

the proportion of uninsured and

underinsured Americans grew.

During the same period, concerns

about a doctor shortage turned instead

to worries about a doctor surplus. The

size of the medical faculty grew rap-

idly despite little growth in the num-

ber ofmedical students. Governmental

support for medical education began

to erode.

This article describes how these

economic forces affect medical educa-

tion at the level of medical students,

residents and fellows, faculty; the medi-

cal school, and teaching hospitals.

Undergraduate Medical
Education

Medical student education takes

a back seat to research and service

among the three missions of academic

medicine. Until recently, implicit cross-

subsidization through service and re-

search revenue streams helped support

the teaching effort of clinical faculty.

The elimination of these cross-subsi-

dies by private and public third-party

payers has reduced the willingness of

faculty to teach medical students.

Brown Medical School instituted

a system to partially compensate full-

time hospital-based faculty for teach-

ing in the first two years of medical

school, starting with the 1996-97 aca-

demic year. However, this system de-

pends on hospital payments to the

Abbreviations Used:

BBA Balanced Budget Act

DGME Direct Graduate Medical

Education

IME Indirect Graduate Medical

Education

Medical School through affiliation

agreements. Some teaching hospi-

tals have failed to make those pay-

ments because ofoperating losses,

thus preventing payment on be-

halfof those physicians from those

hospitals. Even if all the payments

were made, the system does not

include teaching in the last two years

of medical school and no provision is

made for the efforts of voluntary fac-

ulty.

Ifthe cutbacks continue

asplannedfor the

teaching hospitals in

Rhode Islandy Medicare

paymentsfor medical

education will be reduced

by as much as $20

million per year by

2002.

Graduate Medical Education
Brown’s residency and fellowship

programs have been challenged by the

1997 Balanced Budget Act (BBA),

which reduced subsidies for graduate

medical education. Medicare payments

to teaching hospitals in the form of Di-

rect Graduate Medical Education

(DGME) and Indirect Graduate Medi-

cal Education (IME) payments have

been capped based on the number of

residents per institution as of 12/31 /

96. For us, this has limited the expan-

sion of some GME programs, caused

modest cutbacks in others, and

thwarted the initiation of new pro-

grams since no additional payments are

made to the hospitals for positions

above the caps.

Additionally, the IME adjustment

factor will be reduced to 5.5% begin-

ning in 2001, down from 7.7% in

1997. This translates into a 9% reduc-

tion in a hospital’s 1998 IME pay-

ments, increasing to a 34% reduction

in the 2002 payments. If the cutbacks

continue as planned for the teaching

hospitals in Rhode Island, Medicare

payments for medical education will be

reduced by as much as $20 million per

year by 2002.

Further compounding the prob-

lem in Rhode Island has been the high

level ofenrollment of Medicare recipi-

ents in managed care - nearly 58,000.

Managed Medicare plans don’t contrib-

ute to medical education.

Faculty

All of the academic track faculty

in the medical departments are em-

ployees of affiliated hospitals or foun-

dations. Under the pressure of lower

revenues, hospital administrators

looked to the faculty to increase rev-

enue and cover increasing parts of their

salary from clinical income. In re-

sponse, faculty have increased the time

devoted to seeing patients, thus reduc-

ing other activities. One option was to

decrease research time, which could

potentially lead to fewer scholarly pub-

lications and grant awards. A second

option for faculty is to cut back on their

teaching activity. The former option

has resulted in difficulties with aca-

demic promotion for some faculty. The

latter option has meant more difficulty

in finding preceptors for students.

Increasing clinical activity has led

to increased competition for patients

between the full-time faculty and the
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community physicians on whom the

medical school depends for voluntary

community-based teaching. This exac-

erbated “town-gown” friction between

the groups. The hospital-based physi-

cians were frustrated because time, for-

merly used to pursue research and

scholarly activities, instead had to be

devoted to patient care. The clinical

voluntary faculty felt overworked and

unappreciated by the medical school.

The medical school has taken two

steps in response. One is to develop a

clinical-educator track for hospital-

based faculty whose main activity is

clinical care but who also do extensive

clinical teaching. Another step has been

the appointment of an associate dean

of faculty affairs for clinical voluntary

faculty to provide more recognition for

the valuable teaching contributions of

the community-based private practice

faculty and to better integrate them

into the larger Brown community.

Medical School and Teach-
ing Hospitals

Brown medical school derives no

direct support from the clinical activ-

ity of its faculty, nor does it pay any of

the clinical faculty salaries. While this

arrangement minimizes any financial

risk for the university, it also prevents

the medical school from playing a sub-

stantive role in deciding how hospital

resources are used to support the aca-

demic program. Not enough attention

is being given to the need for creative

and energetic leadership in the research

and educational activities of faculty.

The establishment of education

and research foundations at each of the

affiliated institutions is the academic

medical center’s attempt to support and

strengthen the academic activities car-

ried out by Brown faculty. The aca-

demic aspirations of the faculty can be

clearly articulated and supported with

resources necessary to ensure their ful-

fillment. These foundations serve as the

leading instrument for a restructuring

of the education and research efforts

of the Brown University School of

Medicine in partnership with its affili-

ated hospitals.

Increasing clinical

activity has led to

increased competition for

patients between thefull-

timefaculty and the

community physicians on

whom the medical school

dependsfor voluntary

community-based

teaching.

The Future
Despite the challenges enumer-

ated above, Brown and its affiliated

hospitals and community partners are

in better shape than many other aca-

demic medical centers. In all likeli-

hood, the Balanced Budget Act will be

modified this year, buoyed by the good

national economy, thus alleviating a

good deal of the financial strain on the

system. The challenge remains for us

to use this expected reprieve to restruc-

ture the manner in which medical edu-

cation is financed in order to weather

the next storm that is surely to come.
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The Perspective of a Consumer

T he health-care crisis keeps

pounding at the gates.

The failure of Harvard Pilgrim.

Budget-threatening increases in Rite

Care, the state’s health plan for lower-

income families. Medicare defections. A
nurses’ strike. All within the last year.

No sooner had the state fought off

one crisis than it was hit with another.

This last time, it was a matter of life

and death.

A walkout by 1 ,700 nurses and tech-

nicians, doctors warned, would have

plunged Rhode Island “into an unprec-

edented health-care crisis.’’

The hospital’s strike plan stretched

resources too thin.

There is likely to be delayed treat-

ment,” 10 cardiologists wrote, “which

will lead to increased suffering for patients

and possibly to increased mortality.”

By going to arbitration with the

nurses, Rhode Island Hospital got

through the summer, but it’s just a mat-

ter of time before the next crisis blows

through.

The hospitals are in bad shape.

Lifespan, Rhode Island Hospital’s parent

company, can’t pay its bills without dip-

ping into endowment income. It’s not

alone. Most of New England’s major

hospitals are losing $ 1 million a week, or

more.

There’s no reason to believe the fu-

ture will be any better until government

addresses the central flaw of our health-

care system:

We don’t know what works and

what’s a waste. We’re buying blind.

We do know that health care is ex-

pensive, and we’ve been told that it’s go-

ing to get more expensive with every

life-extending advance, but we don’t

know when we’re buying right.

Figuring out the cost ofa health plan

is hard enough. Balancing cost against

quality is impossible.

All we can measure is the money.

So we get what we measure: an insur-

ance system that restricts care and denies

payment; a delivery system that seems to

Peter Phipps

work only for the drug companies and a

shrinking number of physicians.

Meanwhile, society clings to the il-

lusion that doctors, hospitals and health

plans are the same, an erroneous belief

that the quality of care has not suffered.

What’s a consumer to do?

Of course I know what you’d do. I

know who reads Medicine & Health/

Rhode Island. You’d do what I’d do. You’d

call aound and find the physician with

the best reputation. Then ifyou were re-

ally conscientious you might look at the

health department’s physician profiles or

you might try to find a little informa-

tion out of the data bases compiled by

the Health Care Financing Administra-

tion.

Trust me, Im your

doctor, just wont cut it

anymore. Consumers

need and deserve the

data to make informed

decisions.

You wouldn’t get much hard infor-

mation. But in a small place like New
England, you could probably avoid the

really incompetent doctors and stay out

of the mismanaged hospitals.

But what ifyou didn’t know whom
you know? What if you weren’t one of

the information elites? Then you’d be at

the mercy of a system deathly afraid of

letting their customers in on one of the

secrets of American health care: some

doctors and hospitals are better than oth-

ers.

Periodically, some state or advocacy

group will muster the courage and the

financial resources to study mortality

rates - medicine’s ultimate test. The re-

sults are starding. In one national study

cited last year by the Wall StreetJournal,

the death rate for esophagus cancer var-

ied from zero to 26% from hospital to

hospital. Similarly, a Pennsylvania study

found the number of comparably ill

stroke patients who died in the hospital

ranged from zero to 36%. Finally a study

by the National Academy of Sciences

concluded that 44,000 to 98,000 Ameri-

cans die from medical errors each year.

Trust me, I’m your doctor, just won’t

cut it anymore. Consumers need and

deserve the data to make informed deci-

sions. When this data is public, a remark-

able thing happens: in case after case,

quality improves. As they say at the

Rhode Island Department ofEducation,

information works.

Let’s look at the numbers from three

states, Ohio, Pennsylvania and New York,

where risk-adjusted outcomes were re-

ported to the public:

• In New York, the legislature took the

medical establishment head on and

graded both doctors and hospitals.

As a result, 27 poorly performing

cardiac surgeons dropped out of the

business and the death rate from

1 989 to 1 996 dropped by about one-

third for bypass surgery.

In New York, you can sit down at

your computer and look up the risk-

adjusted mortality rates for the state’s

hospitals and cardiovascular sur-

geons. Unfortunately, New York

doesn’t make the information easy to

find. Just look at the length of the

URL: http://www.health.state.ny.us/

nysdoh / consumer/heart/
homehear.htm

• In Northeast Ohio, consumers used

to be able to pick up a little book

that graded the hospitals on usage,

mortality rates and patient satisfac-

tion. The mighty Cleveland Clinic

pulled the plug on the project. While

it lasted, Cleveland Health Quality

Choice saved lives and improved hos-

pital procedures. The report from

May of 1997, for example, shows

those mortality rates for a set of di-
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agnoses fell from 6.89 per 100 to

5.72 deaths per 100. Several hospi-

tal administrators in Cleveland said

the reports alerted them to problems

that, under the glare of public scru-

tiny, they were forced to correct.

* In Pennsylvania, the death rate for

heart-bypass surgery plunged nearly

30% from about 4 per 100 in 1990

to almost 2.5 per 100 in 1996 after

the state started reporting outcomes.

And, according to the Pennsylvania

Health Care Cost Containment

Council, costs also fell.

Pennsylvania’s data is a little easier to

find (http://www.phc4.org/). The

problem is that it’s dated. Unlike the

Cleveland reports that were issued

every six months, much of

Pennsylvania’s bypass data is five years

old. That’s too old to be much help.

Critics claim that outcome report-

ing penalizes the best doctors with the

toughest cases. And to a degree that may

be true. But still the public needs this

data, even if it is not perfect and even if

the average consumer won’t use it. The

record shows that publicizing the data

improves quality.

This message seems to have reached

Rhode Island. Two years ago, the Gen-

eral Assembly passed a bill submitted by

Lt. Gov. Charles Fogarty to get Rhode

Island in the game. Committees have

been meeting. Consultants have been

hired. Lifespan, in announcing its plans

to merge with Care New England, last

year announced, with some fanfare, that

it was “committed to publicly reporting

patient care outcomes and quality.”

Lifespan even said it would help fi-

nance a joint effort with the Department

of Health to run a quality health insti-

tute. Independendy, the health depart-

ment and the Hospital Association have

hired consultants and they’ve held meet-

ings. The hospital association says it will

issue a patient satisfaction report in a year.

Consumers will have to wait until 2002

to see outcomes.

If Rhode Island does it right and

then sticks with it, the data could help

transform the way we buy health care in

America. And then, when the next crisis

hits, at least we’ll know what’s worth pro-

tecting and what’s not.

Peter Phipps is a Deputy Managing

Editor, The Providence Journal.

[A shorter version of this article ap-

peared in the July 9, 2000 edition of the

Providence SundayJournal.}
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PHYSICIAN RESIDENTS:
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The U.S. Army’s FinancialAssistance Program
(FAP) offers over $30,000 a year for residency

training in certain medical specialties.

Here’s how it breaks down - an annual grant

of over $20,500, plus a monthly stipend ofmore
than $970.

You will be part of a unique health care team
where you will have many opportunities to continue

your medical education, work in state-of-the-art

facilities and receive outstanding benefits.

So, ifyou are a physician resident who could

use over $30,000 a year, contact your localArmy
Health Care Recruiter to see ifyou qualify.

617-753-4837 1-800-USA-ARMY

ARMY MEDICAL CORPS. BE ALL YOU CAN BE.
www.goarmy.com
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Medical Myths
Ignorance is preferable to error; and he is less removedfrom the truth who believes nothing than he

who believes what is wrong. - Thomas Jefferson, Notes on the State of Virginia

Myth: Insulin Sliding

Scales Work
Charles B. Kahn, MD

282

I
recently read, “Controlling Hyper-

glycemia in the Hospital: A Mat-

ter of Life and Death” in Clinical Dia-

betes ,

1 prompting me to comment on

one of the common medical myths;

specifically, the myth that “sliding scale

insulin therapy is effective and appro-

priate therapy for managing diabetes

in hospitalized patients.” The message

came through to me loud and clear.

There is ample evidence in the litera-

ture that hyperglycemia can be a ma-

jor contributor to morbidity and

mortality in hospitalized patients.

Levetan 1 reviews this subject well in her

article. Sliding scales of insulin therapy

do not work and are almost always used

inappropriately in the context of the

need for glycemic control in hospital-

ized patients. Queale et al
2
also pro-

vide an excellent review;

The problems with the sliding

scale are many. The insulin dose is ar-

bitrarily selected. There is a cut-off

below which no insulin is given. Hu-

man regular insulin can have a dura-

tion of action of 5-10 hours, and the

daily intra-person variability can be

great. Humalog regular insulin has a

more predictable four-hour duration.

Absorption of all insulins may be af-

fected by the timing of and site of in-

jections and by the clinical condition

of the patient, such as edema and hy-

potension. The effectiveness of the

insulin (i.e. insulin resistance) likewise

can be affected, for example, by any

infectious or inflammatory processes,

glucocorticoid therapy, or catechol-

related presser agents. A major prob-

lem is that the timing of blood glucose

testing is often written as 7 and 1 1 a.m.

and 3 and 9 p.m. The blood is drawn

at the time requested plus or minus 30

minutes, and one to three hours may

pass before the results return to the

floor. Much may have occurred to a

patient with such a delay and yet the

insulin order is set by the sliding scale

and given when the results return to

the floor. This is a retroactive approach

to the problem. The sliding scale is

written and all too often the physician

allows the scale to remain fixed, for the

nurse to make the decision, and no re-

view of the efficacy of the scale based

upon the blood glucose data is made.

The assumption is that the insulin dos-

age schedule for the sliding scale will

take care of the glycemic control and

will take one more burden off the

shoulders of the physician. This “one

size fits all approach” puts the program

on a faulty automatic pilot. Data,

though, clearly show sliding scales do

not work, and thus contribute ad-

I recommend the use of

sliding scales as the

primary mode ofinsulin

administration almost

exclusivelyfor medical

and surgical intensive

care units and the

coronary care unit where

bedside bloodglucose

determinations are

available and nursing

care is more intensive.

versely to the care and outcome of the

patient. In my opinion, for most but

not all patients in hospital, the sliding

scale that is presently used should not

be employed in the care of diabetic

patients.

Under special circumstances, slid-

ing scales for insulin therapy can be

effective, allowing a small window of

truth to the myth. Blood glucose test-

ing can be done at very specified inter-

vals but must be carried out at the

bedside with a trained person using a

reliable glucose meter so that the glu-

cose data will be immediately available.

The timing of blood glucose determi-

nation will depend upon whether the

patient is eating or not. For patients

who are on a diet, a 7, 11,3 and 1

0

schedule is more appropriate although

the timing between the last dosage and

the morning breakfast may be exces-

sive, and a glucose test may have to be

determined in the middle of the night.

For a patient who is npo or on some

type of non-intravenous parenteral

feeding, glucose values need to be de-

termined every four to six hours de-

pending upon whether a rapid acting

Humalog type insulin or the standard

human regular insulin is used.

The sliding scale for insulin dos-

age should be established based upon

more specific information for the in-

dividual patient and not simply as one-

size fits all approach. A starting point

can be based on the total dosage of in-

sulin required prior to the patient’s

hospitalization. This can give the phy-

sician some idea of the degree of insu-

lin sensitivity and/or resistance.

Another approach would be to use a

dosage schedule based upon 0.1 units

per kilogram body weight for a glucose

Medicine and Health / Rhode Island



estimated to be in the range of 200-250 mg/dl. An example

would be a 70 kilogram patient would need approximately

7 units of regular insulin for this blood glucose range. One

would then reduce the scale by one or two units per 50

mg/dl below this range and the same increase above this

range. I recently heard of a schedule based upon a formula

of the blood glucose minus 100 divided by 30, 40, or 50.

The higher denominator number would be for patients

more sensitive to insulin, the lower number for those more

resistant.

It is very important to have a minimum period of time

for which the patient is not covered by at least some insu-

lin. I prefer to begin the schedule at 50-100 mg/dl as a

starting point and increase the established schedule by the

number of units determined for every 50 mg/dl above this

range. It is also important to continue to give insulin at the

specified dosage when the patient is euglycemic. Below 50

mg/dl the patient is in the hypoglycemic range, and it is

appropriate to withhold insulin therapy. However, rather

than waiting four to six hours for the next determination, I

would recommend rechecking the blood glucose value in

two hours and intervening at that point if necessary. Given

the circumstances I have outlined, I recommend the use of

A Symposium
jointly sponsored by:

University School of Medicine
and

Chapter March of Dimes

March
pfDimes

Sitting habits, together

October 1 7, 2000
Women & Infants Hospital Atrium

4:00 - 7:15 pm

SYMPOSIUM

For more information, call the
March of Dimes at 401-454-191

1

sliding scales as the primary mode of insulin administration

almost exclusively for medical and surgical intensive care

units and the coronary care unit where bedside blood glu-

cose determinations are available and nursing care is more

intensive. More importantly, under the circumstance in

which a sliding scale may be utilized for an intensive care

patient, a continuous intravenous insulin drip may actually

be more appropriate and easier to manage.

The approach that I recommend for most insulin re-

quiring patients in hospital is to use a longer acting basal

insulin so that there is no gap in insulin coverage. An inter-

mediate acting insulin, particularly NPH insulin, is the

method of choice and usually must be administered twice-

daily at breakfast and bedtime, for patients on a diet and

every 12 hours for those who are npo. The initial NPH
insulin dosage is arbitrary, but I would recommend giving

half of the NPH dosage utilized prior to the patient’s hospi-

talization. This can be used for both the a.m. and p.m.

NPH dosage. If the patient was on a single injection ofNPH
insulin, then half of the calculated morning dosage can be

used in the p.m. Once the basal insulin order is established,

it is now appropriate to use a regular insulin sliding scale

following the guidelines that have been outlined.

It is very important to reemphasize that the value of

such a recommendation is that there is no time when the

patient escapes from insulin coverage and that if appropri-

ately selected the sliding scale will adjust to the needs of the

patient and the effect of the peak action of the NPH insu-

lin. Equally important to this and any sliding scale program

is to reevaluate the NPH and/or regular insulin sliding scale

schedule at least daily and probably, under more unstable

circumstances, twice daily.

The presently used mythical, retroactive protocol does

not work. I have outlined a proactive, anticipatory protocol

which will improve the glycemic control. Improved glyce-

mic control in a hospitalized patient is achievable under

the present practice guidelines, based upon available expe-

rience and evidence, and should be mandatory.

References
1. Levetan C. Controlling hyperglycemia in the hospital. A
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Images inMedicine

Endovascular Repair of

Abdominal Aortic Aneurysm
Joseph C. Antonio, MD, and William W. Mayo-Smith, MD

Figure 1

.

Figure

Abbreviations Used:

CT computed tomography

Abdominal aortic aneurysms are

a potentially life-threatening

cause ofcatastrophic retroperitoneal

hermorrhage. The larger the size of

an abdominal aortic aneurysm, the

more likely it is to rupture. Com-
puted tomography (CT) can reli-

ably detect and accurately measure

the size of abdominal aortic aneu-

rysms. Figure 1 is a contrast-en-

hanced CT scan which

demonstrates a dilated infrarenal ab-

dominal aortic aneurysm with a cal-

cified wall (straight arrows),

intramural thrombus (curved ar-

rows), and a large irregular lumen

(*). Figure 2 demonstrates a coro-

nal two-dimensional projection of

the aorta created from the axial CT images. Tra-

ditionally, abdominal aortic aneurysms have

been repaired by a laparotomy and surgical

placement of an aortic graft. In select patients

with infrarenal aortic aneurysms, endovascular

repair of aortic aneurysms is now being per-

formed by a team of interventional radiologists

working with vascular surgeons. Endovascular

grafts are placed into the abdominal aorta

through the femoral artery using x-ray guidance.

The procedure is performed percutaneously in

the operating room or vascular-interventional

suite and precludes the risk involved with a

major laparotomy. Short-term follow-up (7.5

months) has demonstrated a low mortality and

high scucess rate. Figure 3 is a CT scan per-

formed after placement ofan endovascular pros-

thesis which demonstrates the two enhancing

limbs of the endovascular graft (X) and extra-

graft thrombus (curved arrows). Contrast-en-

hanced CT is the imaging modality of choice

for the diagnosis of potential candidates for

endovascular graft repair of abdominal aortic
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Figure 3.

aneurysms, and to follow-up patients after the graft has

been placed.
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Rhode Island
Quality Partners, Inc.

Payment Error Prevention Program:

RIQP Completes Initial Pilot Projects for PEPP

Freda B. Schroeder, ScD

Rhode Island Quality Partners (RIQP), the Rhode Is-

land Peer Review Organization (PRO), would like all

providers in Rhode Island to have an up-to-date under-

standing of the progress of the Payment Error Prevention

Program (PEPP). PEPP is designed to reduce payment

errors made by Prospective Payment System (PPS) inpa-

tient hospitals using a continuous quality improvement ap-

proach. PEPP is a national project for HCFA and hospitals’

participation in PEPP is required.

During the first year of PEPP, the PROs conduct one

quality improvement project on unnecessary admissions and

one project on DRG miscoding. The projects selected by

RIQP were based on analysis of hospital Medicare inpa-

tient discharge data for calendar year 1998, for the high

frequency and high cost DRGs. Data collection was done

to identify any causes or patterns of coding and documen-

tation in the records that would lend themselves to further

analysis at the hospital level and respond to interventions

for improvement.

Coding and Documentation: The DRG
Project

Aberrant patterns in coding have been a concern to

HCFA. Given the complexity of the Medicare population,

variation in use of certain DRGs is expected. However, the

Office of Inspector General (OIG) has noted nationwide

atypically high billing patterns for some DRGs that should

have been coded to a lower-weighted DRG. HCFA esti-

mated substantial hospital overpayments attributable to

incorrect DRG classifications.
1

In a study aimed at identifying coding practices re-

lated to the use ofDRG 475 (Respiratory System Diagno-

sis with Mechanical Ventilation), RIQP selected DRG 475

for further analysis. This DRG is reserved for mechanically

ventilated patients with a true respiratory system diagno-

sis, and carries with it a high relative weight value. The

relative weight is based on the national median length of

stay for this class of patients and is designed to reflect treat-

ment costs. Reports from the OIG suggest that claims billed

under DRG 475 have a significant incidence of DRG

Abbreviations Used:

CHF congestive heart failure

DRG diagnostic related group

HCFA Health Care Financing Administration

OIG Office of Inspector General

PEPP Payment Error Prevention Program

PPS Prospective Payment System

PRO Peer Review Organization

RIQP Rhode Island Quality Partners

change when the claim is reviewed for DRG validation.
2

OIG audits have revealed a significant proportion of DRG
475 claims for which there is insufficient documentation

within the medical record to support the principal diagno-

sis, a key component in assigning the appropriate DRG to

any Medicare claim. One factor influencing the erroneous

assignment of DRG 475 is the presence of a diagnosis of

pulmonary edema secondary to congestive heart failure

(CHF, 428.0). As an example of how this applies: DRG
475 cannot be assigned to a claim for the treatment of res-

piratory failure resulting from CHF with no other qualify-

ing respiratory diagnosis.

A total of 130 medical records from Rhode Island hos-

pitals were selected for the project. Record abstraction re-

vealed that 18% (n=23) were submitted for Medicare

reimbursement for which insufficient documentation re-

sulted in the incorrect assignment of the DRG. Of the 23

identified records, 22 (96 %) were DRG 475 claims. For

the entire sample of DRG 475 records, 28% (n=22) were

identified as not following established coding conventions.

Sixteen of the identified records (73%) were identified be-

cause the principal diagnosis as billed was not the principal

reason for the hospitalization. Five of the records (23%)

were noted to have a significant (i.e. DRG-affecting) diag-

nosis or procedure coded incorrectly.

Admission Review: The Short Stay Admis-

sions Project

In its most recent report on HCFA’s Financial State-
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merits, OIG provided a summary of the last four years of

its review, indicating that over 70% of erroneous payments

made by the Medicare Program were made where docu-

mentation was insufficient to support medical necessity of

the admission. 3 Short-stay inpatient admissions were found

to be particularly vulnerable to questionable necessity of

an inpatient stay. Generally, the documentation of admit-

ting diagnosis and treatments were insufficient to justify

complexity and intensity of care and services provided at

an inpatient hospital level of care. The OIG’s Work Plan

for Fiscal Year 2000 has identified the question of medical

necessity of short stay admissions, in the project “One Day

Hospital Stays”, as one of its critical projects for the cur-

rent year.
4

In accordance with our HCFA contract, RIQP devel-

oped the Short Stay Admissions Project to identify oppor-

tunities for improvement in the documentation and coding

of short-stay inpatient admissions, transfers, and readmis-

sions in Rhode Islands acute care PPS hospitals.

The findings of a review of 162 records of short-stay

inpatient admissions indicated that 55% had insufficient

documentation to substantiate the intensity of services pro-

vided in a hospital inpatient setting. Fifty percent (50%)

of the insufficient documentation issues were associated

with two DRGs: DRG 182 (Esophagitis, Gastroenteritis,

and Miscellaneous Digestive Disorders) and DRG 025 (Sei-

zure and Headache). Medicare regulation 42 CFR 482.24(c)

requires providers to maintain records that contain docu-

mentation to justify diagnoses, admissions, treatments per-

formed, and continued care.

Use of Findings

Many billing or coding errors are not intentional but

the result of a complicated payment system. Many of the

errors may also be clerical in nature or result from incom-

plete documentation. Note that the term “error” when re-

ferring to billing and coding issues is often used in the

idiosyncratic manner, meaning insufficient documentation

or lack of adherence to coding conventions. For example,

DRG 475, while paying for equivalent services, is correct

for respiratory failture but not CHF as the code is for pri-

mary and not secondary lung problems. To most physi-

cians it seems bizarre to consider this an error because it

does not relate to errors in patient care.

Educational interventions will assist in correcting

these errors, and education is at the core of reducing

the rate of payment errors. Documentation of facts,

findings, observations, history and physical exam re-

sults, outcomes of tests and treatments need to be suf-

ficiently organized and comprehensive as to clearly

demonstrate the quality of care provided to Medicare

beneficiaries. In addition, outcomes ofgood documen-

tation include continuity of care among health care

professionals and coordination of the patient’s treat-

ment plan.

The practice of medical record documentation can be

derived from a variety of regulatory standards, including

Medicare Conditions of Participation. Hospitals are en-

couraged to use the project findings to explore their exist-

ing coding, billing, and medical record policies and

procedures. Educational interventions for hospital staff,

including physicians, can focus on documentation training

that will support appropriate coding and billing, be consis-

tent with regulatory requirements, help reduce payment er-

rors, and assist the hospital in receiving the level of

reimbursement it is entitled to receive.

We are committed to working with individual provid-

ers on PEPP. Ifyou would like to learn more, call the PEPP
team for a presentation at (860) 632-6347.
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Rhode Island Department of Health

Patricia A. Nolan, MD, MPH, Director of Health

Edited by Jay S. Buechner, PhD

Quality Hospital Care,

g© What Does It Mean to Rhode Islanders? 'Sd

Robert Marshall, PhD

H ospitals are one of the most utilized and expensive compo-

nents of the American health care system. As efforts con-

tinue to restructure health care and control costs, the demand by

employers, government, the public and others for measures of

hospital quality intensifies. Many efforts seek to measure quanti-

fiable or “technical” components of hospital quality, such as in-

fection rates and emergency readmission.
1 Others focus on

measuring the “functional” components of hospital quality, such

as patient sadsfaction with various services. Still others rely on

external process review, such as by the Joint Commission on Ac-

creditation ofHealthcare Organizations (JCAHO) or on internal

quality improvement techniques, such as Total Quality Manage-

ment (TQM) and Continuous Quality Improvement (CQI) tech-

niques. No single approach satisfies every interest.

The Health Care Quality Performance Measurement and

Reporting Act of 1998 (Quality Act) requires the Rhode Island

Department of Health (HEALTH) to measure and report to the

public on the quality performance in all licensed health facilities,

What quality hospital care

means to consumer?

Treated well

Good ontcome

Reason consumer would
switch hospitals?

Personal care

Treatment mishap

Level of interest in data
on hospital quality?

Very interested

Somewhat interested

Uninterested

Preferred formats for receiving
data on hospital quality?

Newspaper

Mailed reports (everyone)

Mailed reports (request only)

Internet

63%
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Figure 1. Consumer Opinions on Hospital Quality Information,

Rhode Island, 1999.

Abbreviations Used:

CQI Continuous Quality Improvement

HEALTH Rhode Island Department of Health

JCAHO Joint Commission on the Accreditation

of Health Organizations

TQM Total Quality Management

beginning with hospitals. Reporting promotes quality by allowing

it to be measured and improved over time. Reporting also informs

consumers and health care professionals about the use of quality

measures. The initial focus on hospitals caused HEALTH to exam-

ine what consumers mean by quality hospital care, what kinds of

information they want about quality, how often they want it and in

what format they want it.

Methods
HEALTH contracted with a marketing consulting firm to

conduct focus groups with health care consumers, physicians ,

hospital quality assurance mangers and chiefs of hospital patient

care.
2 Follow-up interviews took place individually with health

plan medical directors, hospital CEOs, and employer benefits

managers. Researchers used this information to design survey

questions for consumers about quality hospital care.

The HEALTH consultant also surveyed 454 adult Rhode Is-

landers using a random-digit-dial telephone survey technique dur-

ing June 7-21, 1999.
2

Researchers stratified the sample by age and

other characteristics. The response rate was 30%. The results pro-

duced a margin of error at +/- 4.6% at the mid-range of the 95%
confidence level. The small percent of respondents from minority

groups (7%) did not permit useful analysis by minority status.

Results
Respondents to the consumer survey reported clear opin-

ions about quality ofcare in the United States and Rhode Island.

Most (53%) rated the overall quality of care provided by hospi-

tals in Rhode Island as “good” or “excellent.” Nineteen percent

said that it had “improved” over the last five years; more (28%)

said it had “gotten worse”; most (38%) said it had “stayed about

the same.” More than half (52%) of all respondents thought

that the quality ofcare provided by individual hospitals in Rhode

Island was “about the same” across hospitals.

The survey also asked consumers whether they thought of

quality hospital care as “good outcomes” or as “being treated

well.” Responses favored “being treated well” by a two to one

margin. (Figure 1) This finding persisted among all but high in-
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come (>$75,000) and high education (college graduate
)
groups,

who emphasized “successful outcomes.” Most respondents (51%)

think of hospital administrators, not their doctors (25%), as re-

sponsible for the quality of care that hospitals provide.

The survey also explored the “actionability” of informa-

tion on hospital quality - whether or not respondents would use

it to make different decisions about health care. Only 21% of

consumers would switch hospitals after learning about a

“reatment mishap,” but 30% would switch after hearing “nega-

tive things about personal care” in a hospital. (Figure 1) Most

respondents currendy get information on hospital quality from

their doctors (39%) or by word-of-mouth (40%), but many

(84%) also expressed interest in getting objective information

in other ways. Preferred formats included newspaper reports

(48%) or printed reports mailed to all households (35%). Col-

lege graduates (4 1 %) preferred availability on the Internet. Most

interested consumers (88%) want the information updated fre-

quendy, at least annually.

Discussion
This research points out some of the key challenges ofpro-

moting quality hospital care by measuring and reporting sys-

tematically-collected data. Consumers hold clear perspectives

on quality hospital care but not always the same ones as health

professionals. Consumers emphasize the functional aspects of

quality hospital care, such as satisfaction or being treated well;

health professionals tend to focus on technical aspects such as

treatment outcomes. Consumers remain largely unaware of

sophisticated and often expensive hospital methods and proce-

dures to ensure overall quality. Even though consumers say they

hold hospitals responsible for the care they provide, for most

that care is ancillary to diagnosis and treatment provided by their

own personal physician.

Evidence exists that the public does not understand and is

not yet prepared to act on information on hospital quality. Con-

sumers typically assume the “sick role,” giving authority to phy-

sicians and other providers to make health care decisions for them.

They also rely heavily on their physicians for direction and on

word of mouth recommendations in evaluating hospitals. But

consumers remain quite interested in information about hospi-

tal quality. In addition to producing comparative data, health

and hospital officials need to provide a strong consumer educa-

tion program to ensure the understanding and use ofboth tech-

nical and functional quality information.

Robert Marshall, PhD, is Assistant Director ofHealth (Public

Health Affairs) and Clinical Associate Professor of Community

Health, Brown University School ofMedicine.
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Rhode Island Monthly

Vital Statistics Report

Provisional Occurrence Data

from the

Division of Vital Records

Edited by Roberta A. Chevoya

Reporting Period

Sept.

1999
12 Months Ending with Sept. 1999

Number (a) Number (a) Rates (b) YPLL (c)

Diseases of the Heart 232 2,974 300.9 3,865.5

Malignant Neoplasms 199 2,504 253.3 6,919.0

Cerebrovascular Diseases 32 553 55.9 586.5

Injuries (Accident/Suicide/Homicide) 42 376 38.0 6,820.0

COPD 27 511 51.7 350.0

'

Reporting Period

March
2000

12 Months Ending with

March 2000

Number Number Rates

Live Births 888 12,820 1 3.0*

Deaths 834 9,970 10.1*

Infant Deaths (6) (95) 7.4#

Neonatal deaths (4) (79) 6.2#

Marriages 347 7,824 7.9*

Divorces 210 2,683 2.7*

Induced Terminations 510 5,047 393.7#

Spontaneous Fetal Deaths 69 1,049 81.8#

Under 20 weeks gestation (62) (978) 76.3#

20+ weeks gestation (7) (71) 5.5#

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of

988,480

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode Is-

landfor the reportingperiods listed above. Monthlyprovisional

totals should be analyzed with caution because the numbers

may be small and subject to seasonal variation.

* Rates per 1 ,000 estimated population # Rates per 1 ,000 live births
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Patricia A. Nolan, MD, MPH, Director of Health

Edited by John P. Fulton, PhD

Adult Vaccinations:

2000-2001 Flu Season Update
Thomas E. Bertrand, MPH

Rhode Island can be proud of its child-

hood vaccination rates; in 1999

Rhode Island ranked number one in the

United States for childhood immuniza-

tions; 90.4% of age-eligible children were

up-to-date on their childhood vaccina-

tions in that year.
1

However, Rhode Island adults ages 65

and over have not fared as well as their

younger counterparts. Although immuni-

zadon rates have been on the rise in this

population, the current rates of immuniza-

tion (73.7% for influenza and 54.7% for

pneumococcal disease
2
) fall far below the

Healthy People 2010 goal of 90%. These

low rates of vaccination translate into sub-

stantial mortality and morbidity. In 1996,

for example, there were 6,814 hospitaliza-

tions and 310 deaths associated with influ-

enza and pneumococcal disease in Rhode

Island. At a time when safe and effective

vaccines are readily available, these statistics

underscore the need to improve the delivery

and acceptance ofrecommended vaccines.

2000-2001 Flu Season Update
The challenges of improving influ-

enza immunization rates may be con-

founded during the 2000-2001 influenza

season because influenza vaccine may be

in short supply. According to the Centers

for Disease Control and Prevention

(CDC), lower than anticipated produc-

tion yields for this year’s influenza

A(H3N2) vaccine component and other

manufacturing problems are expected to

cause a significant delay in the distribu-

tion of influenza vaccine and may result

in fewer total doses of vaccine for distri-

bution than last year.
3

The CDC and the Advisory Com-
mittee on Immunization Practices (ACIP)

have issued the following adjunct influ-

enza recommendations for the 2000-200

1

influenza season:

Abbreviations Used:

ACIP Advisory Committee on

Immunization Practices

CDC Centers for Disease

Control and Prevention

• Organized influenza vaccination cam-

paigns should be delayed until No-

vember (Note: this recommendation

is being implemented by the Ocean

State Adult Immunization Coalition).

• Influenza vaccination of individuals

at high risk for complications from in-

fluenza and their close contacts dur-

ing regular health care visits should

proceed routinely.

• Provider-specific contingency plans for

an influenza vaccine shortage should

be developed.

Ironically, CDC’s announcement of

potential vaccine shipment delays and fewer

doses falls on the heels of the ACIP’s recent

recommendation to broaden influenza vac-

cine administration to all persons between

50 and 64 years of age, reflecting an effort

to increase vaccination coverage of persons

with high-risk conditions. In the event ofa

vaccine shortage, CDC recommends hav-

ing contingency plans for vaccinating per-

sons with high-risk conditions.

Primary Care
Primary care providers play a key

role in ensuring that their adult patients

receive recommended vaccines. In 1999,

A National Medical Association panel of

experts concluded that the major barrier

to adult immunizations was a general lack

of awareness because the provider failed

to recommend it.
4
In order to heighten

awareness in physician offices and im-

prove vaccination rates, the following ma-

terials are available in bulk (free ofcharge)

during September and October from the

Ocean State Adult Immunization Coali-

tion. [Contact: Annemarie Beardsworth,

phone: (401) 222-2577]:

• Wall posters (English/Spanish)

• Vaccine Information Sheets (influenza,

pneumococcal, various languages)

• Wallet-size personal immunization

records

• Immunization Flyers (English, Span-

ish, Portuguese, Cambodian, Loatian)

• Immunization Pins/Buttons for

health care professionals

• TB and Immunization Records for

patient medical files

Conclusion
If Rhode Island is going to reach its

Healthy People 2010 goal for adult im-

munization (90% coverage), efforts must

begin now. “Getting your shots” should

be as common a goal for older adults as it

is for children.

For More Information

Visit the CDC’s website on influenza

at: http://www.cdc.gov, or the National

Foundation for Infectious Diseases’s

website at http://www.nfid.org.
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Ninety Years Ago
[September, 1910]

This issue announced the regular publication, within the

Journal, of the Transactions of the Rhode Island Medical

Society.

In “A New Home for the Rhode Island Medical Society,”

this issue also announced the purchase of 6000 square feet at

the corner of Francis and Hayes Street, “facing the extensive

grounds of the State Capitol and bounded on the South by

the State Normal School and with the possibilities of further

adornment between it and Union Station. When the freight

yard is removed, as it ultimately will be, the view will be unex-

celled.”

George S. Matthews, MD, in “Some Manifestations of

the Angio-Neurotic Group of Diseases,” described four cases.

A 41 year-old foreman in the city Sewer Department, admit-

ted to Rhode Island Hospital, began with a “history of at-

tacks of pain and lameness in ankles, claves, knees, hip.

Purpuric spots on knees, calves, thigh. Colicky pains in ab-

domen.” He progressed: “Some edema of feet.. .Herpes. Ne-

phritis. Endocarditis. Death.” The other three patients

recovered, even though Dr. Matthews prescribed no specific

treatment, other than “rest in bed during the attack with prop-

erly regulated feeding nitroglycerine, lactate of calcium,

gelatin, ice. ..for the hemorrhage.”

F.C. Clark, MD, in “The Dispensing Druggist” discussed

the division of labor in the prescribing, mixing, and dispens-

ing of medications - arguing that pharmacists should not pre-

scribe medications. In this era, before the “standardization”

of drugs, some physicians dispensed their own medications

(mostly rural practices - larger practices could not afford the

time or space); manufacturing chemists (“druggists”) mixed

the medications; and pharmacists (“retailers”) dispensed them

- though the lines were not clear. F.C. Clark conceded the

financial pressures on pharmacists to prescribe, given the on-

slaught of “manufactured” pills. “Tons on tons of pills and

compounds and compressed tablets, with some of them of

the most unexceptional character, have been put upon the

market at prices that would bring many a retailer to the verge

of starvation...”

Fifty Years Ago
[September, 1950]

S
amuel Spadea, MD, in “Osteoid Osteoma of the Astraga-

lus,” reported on the 13th case of this lesion in the litera-

ture (since Jafife first reported the lesion in 1935). In August

1945 the 25 year-old male patient had fallen and turned his

right ankle during an air raid in the Philippine Islands. After

a few days, the pain and swelling subsided, followed by bouts

of pain after long walks or standing for several hours. By Feb-

ruary 1947 he was in more pain, particularly at night, and was

limping. He had no fever or other symptoms. After x-ray,

surgeons removed an area “the size of a 10-cent piece.”

Edward Damaryjian, MD, in “Sympathetic Nerve Block,”

described this “comparatively new therapeutic and diagnostic

procedure,” reviewing 9 cases (ofsympathetic causaglia or dys-

trophy, phantom limb, herpes roster, hyperhidrosis, throm-

bophlebitis, severe trauma). The author urged that

“patients. ..be given a fair trial of sympathetic blocks before

surgery is considered.”

An Editorial on Nuclear Therapy predicted that it “...will

rank equally with our recent conquest of pyogenic agents

through antibiotics.”

Twenty Five Years Ago
[September, 1975]

This issue focused on Alcoholism and Medical Education. Levi

C. Adams and Stanley M. Aronson, MD, introduced a Janu-

ary 3 1 -February 1 Conference on Teaching ofAlcoholism in United

States Medical Schools, sponsored by Brown University School of

Medicine. Malcolm Todd, MD, immediate past president, AMA,
gave the keynote address: “How Future Physicians Must See The

Alcoholic” (“Alcoholism is essentially a medical rather than a moral

problem.” ) William G.A. Bosina, MD, Director, Division ofAl-

coholism and Drug Abuse, University ofMaryland Hospital, spoke

on Alcoholism in Undergraduate Medical Education; Kenneth

H. Williams, MD, Assistant Professor of Psychiatry and Medi-

cine, University of Pittsburgh, spoke on Alcoholism in Graduate

Medical Education. An Editorial noted the depth of the problem

( “at least 1 of every 17 Rhode Islanders is an alcoholic”); the

dearth of resources (“{there is] ...not a single detoxification center

within the city of Providence. The general hospitals usually refuse

to accept alcoholics for treatment of their alcoholism, but.. .refer

such cases to the State Institute of Mental Health at the Rhode

Island Medical Center”); the existing services (61 Alcoholics

Anonymous groups in the state); and the prognosis for improve-

ment (Butlers application for $4 million in federal aid to provide

a treatment program, Mayor Cianci s request for a state grant to

develop a network of treatment facilities in Providence).

In “A Message from the Dean,” David S. Greer, Associate

Dean of Medical Affairs, described “Family Practice Education -

A Progress Report.” He noted, “Education in family medicine

has made its debut in Rhode Island, with 8 residents in the model

Family Care Center on the grounds of Memorial Hospital.”

“Residents.. .are assigned their own patients and families, whom

they will care for throughout the 3-year training period; in this

way, they begin functioning as family physicians immediately af-

ter graduation from medical school.” The author expected a sig-

nificant number” of residents to practice in Rhode Island, taking

their patients with them.
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JUST BECAUSE EVERYONE IN THE STATE

NEEDS WORKERS’ COMPENSATION COVERAGE
DOESN’T MEAN THAT YOU HAVE TO GO TO
JUST ANYONE IN THE STATE TO GET IT.

Notice to all physicians: mandatory Workers’

Compensation Insurance. Every business in Rhode Island

with four or more employees, full or part-time, is now

required to have Workers' Compensation Insurance,

predominately with one carrier. This means that those

private practices without coverage will need to get it, and

those with an alternative source of Workers’ Compensation

will need to switch at time of renewal. Because the RI

Department of Labor is now enforcing this legislation with

on-site inspections and the possibility of fines or worse - we

at RIMS IBC would like to encourage you to contact us

immediately. After all, what better partner to guide you

through the intricacies of Workers’ Compensation Coverage

than your healthcare insurance professionals at IBC.

Most of you already know us for friendly, informed

service and timely advice on Malpractice, Health, Life and

Disability Plans customized to your needs. Now you can

benefit from our extensive experience with healthcare

coverage combined with our detailed knowledge of these

new requirements. In this way, we can help you adhere to

all regulations, eliminate unnecessary premiums while

maximizing your insurance protection. Please take this step

today to avoid unncessary headaches: call IBC at 272-1050.

RIMS Insurance Brokerage Corporation

One Hayes Street • Providence, Rhode Island 02908

Phone (401) 272-1050 • Fax (401) 272-1051 • RI Toll Free 800-559-6711



office space: $20,000

medical school: a fortune

ORCAL won’t put a price tag on

tongue depressors: $12

your reputation. We rigorously defend cases

deemed medically defensible - even if settling a

claim may be more economical. Our innovative

program to seek reimbursement of fees for

unsubstantial claims is just one reason we’ve

earned a reputation for aggressively defending

policyholders.

\A/
hat 's more, at a time when everything

seems to come with a price tag, our policy-

holders appreciate the comprehensive risk man-

agement services and free CME courses included

in the cost of every policy.

You’ve worked hard to get where you are,

NORCAL works hard to keep you there.

Our reputation depends upon it.

we won t put a Telephone RIMS Insurance Brokerage Corp. at

401-272-1050 or Norcal at 800-652-1051.

price tag on your reputation

NORCAL
Mutual Insurance Company

800 -652-1051
www.norcalmutual.com
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schedule MRI

your patients:

1 . Today.
Emergency MRI’s are rare, but when the

need arises we can handle it. Any time,

any day, well get your patient in.

2. Tomorrow.
With extended hours and nine locations,

we can almost always book an exam

within 24 hours.

3. At the patient’s

convenience.
Most patients want to fit the MRI exam

into their busy schedules. Whether that

means early morning, midday or evening

- weekdays or weekends - we can give

them convenient appointments.

We have nine MRI locations:

Kent County Memorial Hospital

Landmark Medical Center

Memorial Hospital of RI

Newport Hospital

Our Lady ofFatima Hospital

Rhode Island Hospital

South County Hospital

The Miriam Hospital

The Westerly Hospital

To reserve patient appointments with the

Rhode Island MRI Network, call:

401-435-4100 or 800-284-2860
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Commentaries

Best Doctors

294

Every few years, the Rhode Island

Monthly lists the “Best Doctors in

Rhode Island.” These names are cho-

sen via a questionnaire mailed to all

Rhode Island physicians, asking them

to select the one doctor in each disci-

pline they think is the best.

There are certain obvious problems

with this and certain not-so-obvious

problems. The clearest problem is the

sheer discrepancy in the odds of being

chosen as one of the best internists, pe-

diatricians, or psychiatrists, where the

total number ofdoctors in the discipline

is large, versus being chosen for neurol-

ogy, radiation oncology, or some other

relatively small specialty.

Another obvious problem lies in

the nature of specialty and subspecialty

care. The “best” orthopedist for a shoul-

der problem is probably not the best one

for a complicated hip problem. The

world’s best plastic surgeon for congeni-

tal skull deformities may be only aver-

age at cosmetic surgery. This makes it

difficult to define what “best” means in

terms of technical expertise. Is Dr. X,

the left shoulder specialist, better than

Dr. Y, the right shoulder specialist, be-

cause Dr. X publishes more papers, sees

more patients, takes on more difficult

cases, gives more professional talks, or

has a national rather than local reputa-

tion? What if Dr. Y excels in some of

these areas and Dr. X in the others? Do
“people skills” count? I constantly won-

der at some colleagues who warn their

patients before referring them to a par-

ticular consultant, “He’s rude and he’s

crude, so don’t listen to what he says.

He’s very competent. He’s great tech-

nically. He’ll report to me and then we’ll

decide what to do”. Have my colleagues

actually voted for this particular physi-

cian? I don’t know. He’s not been on

any list that I can recall, but it raises the

question of what we mean by best. Is

he the best in his specialty in this re-

gion? I don’t even think the referring

doctors think that. They do think he’s

the best in their hospital, though, and

he’ll see patients in a timely manner and

he’ll communicate with the doctors at

each decision point, just not so well with

the patients.

And one observation I’ve made

over the years is that names often ap-

pear and disappear in conjunction with

changes in practice patterns. A special-

ist joins a large multi-specialty group

practice and makes the list. She leaves

the group, goes into solo practice, and

drops off the list. It is interesting how

important referral patterns are for pro-

fessional standing in the community.

Which isn’t to imply that whom one

practices with is more important than

how one practices, but it is a factor that

goes into the determination.

I don’t think that individual popu-

larity within the constellation ofRhode

Island physicians is an important deter-

minant of ranking. It certainly counts

less than the ability of the doctor to re-

late to the patient. I believe that many

of us have voted for doctors we barely

know based on our colleagues’ experi-

ence, our own patients’ comments, and

the quality of the office notes and pa-

tient care we’ve observed. Politics is

therefore not involved.

How patients interpret these lists

is unclear to me. Certainly those whose

doctors’ names are on the list feel reas-

sured that they’re “in good hands,” pos-

sibly “the best,” but what does it do to

the bulk of patients whose doctors’

names are not on the list? Does it un-

dermine their confidence? Do they

think they’re getting less than the best

care? Do they switch? I don’t think

anyone knows and there is probably no

way to find out.

So, what does it mean to be voted

as on the best? It is certainly an honor.

To be considered so highly by one’s col-

leagues reflects a level of accomplish-

ment we all crave at some level. But it

is equally certain that it doesn’t mean

one is the best or that those not on the

list are worse than the best. In medical

school, I was told once that the greatest

mark of collegial respect was to be

brought a physician’s family member for

evaluation. Whether I internalized this

because I was younger and more impres-

sionable or whether it is a more tangible

token of confidence, it still strikes me
as the highest sign of recognition, more

than any list or award.

-Joseph H. Friedman, MD
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The Specter of River Blindness

Africa is home to about 850 million people. It is also

the site of the world’s most intense concentration of

infectious disease. Tropical heat, vast insect populations,

relative paucity of medical resources, widespread poverty

and periodic social unrest conspire to enhance the inci-

dence of parasitic and communicable disease. Many of the

burdensome diseases of humanity such as malaria, sleeping

sickness and schistosomiasis, are concentrated in Africa; and

now the spread ofAIDS devastates many of the developing

nations of this continent. Indeed, of the 33.6 million known

cases of HIV/AIDS infection worldwide, 23.3 million are

now centered in Africa.

Yet Africa, with all of its infectious morbidity, is also

the site of many public health triumphs. East Africa, in

1977, witnessed the final eradication of smallpox and the

globe has since been free of this scourge. And in west Af-

rica another organized campaign is currently leading, re-

gion by region, to the extinction of a terrible parasitic

disorder which has blinded vast numbers of Africa’s farm-

ers, a disease called onchocerciasis.

The conquest of onchocerciasis had its modest begin-

nings in 1874 when the disease was demonstrated to be

caused by a parasitic worm. John O’Neill, a British naval

surgeon, was temporarily stationed in the west African

colony of Gold Coast [now the independent nation of

Ghana.] He became interested in a widespread skin disease

of rural agricultural workers, a disease locally called craw-

craw. The disease, which looked like scabies, caused an

intense itching. The affected skin showed a confluent rash

with superimposed, small reddish papules. O’Neill punc-

tured the surface of one of these papules and squeezed out

a drop of milky fluid which, under the microscope, con-

tained squirming worm-like creatures called filaria.

O’Neill noted in passing that many of those afflicted

with this skin disorder were also burdened with larger, egg-

sized subcutaneous lumps. Other physicians, exploring the

composition of these larger masses, found their interior to

be filled with clusters of living worms, some as long as 20

inches. The parasite, a heretofore unidentified nematode,

was eventually called Onchocerca volvulus and the disease,

onchocerciasis.

Many onchocerciasis victims, in addition, were dis-

abled by an eye disease which began as an irritation caused

by the microscopic filaria infiltrating the coverings of the

eyeball. And when some of these invasive larvae died, the

body reacted with local scarring. This tissue response caused

the cornea to lose its transparency, leading ultimately to

blindness. Experienced physicians could often identify,

from afar, those with eye involvement since they tended to

avoid bright sunlight by constantly shielding their irritated

eyes.

Surveys of the rural population of the nations of west

Abbreviations Used:

AIDS acquired immune deficiency syndrome

HIV human immunodeficiency virus

OCP Onchocerciasis Control Programme

WHO World Health Organization

Africa confirmed that about one-third of field workers suf-

fered from the skin manifestations of onchocerciasis and

one-fifth showed mild to severe eye impairment.

Preventive medicine doesn’t work if one doesn’t know

what to prevent. The obvious first question to explore, then,

is the pathway by which the worm enters the victim’s body.

Water and food contamination had been ruled out. An in-

sect vector capable of transmitting the microscopic forms

of the parasite was then sought. By the early decades of the

20th Century the full biological cycle of the parasite was

finally clarified: The female African black fly [prophetically

named Simulium damnosum ], a voracious biter, was finally

shown to be the carrier of the microscopic form of the worm.

The fly bites an infected human; and within a week the

parasites have infiltrated the fly’s biting apparatus; and when

the black fly next bites a human it will inject the larval forms

into its new victim. Some of these larval forms will then

mature into adult worms which will mate within the victim’s

body [forming the large lumps under the skin] and the fe-

male worm will then liberate millions of tiny worms which

induce the skin disease and the eye impairment.

The black fly is an idiosyncratic insect. In contrast to

most species of fly, it lays its eggs solely in swiftly coursing

streams, the eggs adhering to subsurface gravel until they

mature. Adult black flies generally confine their activities to

within a few miles of the stream; and the great majority of

cases of onchocerciasis are therefore contracted by men
working in farmland adjacent to streams or rivers [hence

the common name for the disease, River Blindness.]

Onchocerciasis is also found in some central American

nations such as Guatemala. Epidemiologists believe that the

parasite was passively transferred to the New World in the

17th Century by African slaves.

By the 1960s, many central and west African nations

were confronting immense economic losses when much of

their most productive farmland became inaccessible because

of the swarms ofonchocerca-carrying black flies. The World

Bank then elected to fund a massive transnational campaign

to suppress and eventually eradicate onchocerciasis from sub-

Saharan Africa. It chose the World Health Organization

(WHO) to supervise this ambitious undertaking called the

Onchocerciasis Control Programme (OCP)

The OCP consisted of three interacting components:

[1] Attack the black fly vector at its sites of propagation by

adding biodegradable insecticide to the headwaters of thou-
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sands of African streams and rivers. [2] Treat all of those

currently suffering from onchocerciasis. By 1978, the Merck

pharmaceutical laboratories had isolated an effective

antifilarial antibiotic, called ivermectin, which was extracted

from a species of fungus. Merck agreed to provide the

WHO with unlimited supplies of the agent free of charge.

By 1992, over 10 million Africans had been treated suc-

cessfully. And [3] Modify behavior of the field workers by

encouraging them to wear protective clothing and use in-

sect-repellents.

By 1995 the OCP had virtually eliminated onchocer-

ciasis from eleven west African nations at a cost of about

180 million dollars. The program has prevented at least

500,000 cases of blindness and has liberated about 25 mil-

lion hectares of rich farmland, land that had previously been

unavailable because oframpant onchocerciasis. The increased

agricultural productivity rates alone more than offset the

costs of parasite eradication.

Onchocerciasis still persists in isolated pockets both in

central Africa and Central America. WHO has established

the year 2006 as the time when it confidently expects to

announce global eradication of onchocerciasis.

First it was smallpox; now, within a decade, poliomy-

elitis, measles and onchocerciasis will join the select list of

infectious diseases eradicated by men and women working

creatively and collectively to make the globe a more conge-

nial place to live. Is not the giving of sight to half a million

persons a miracle worthy of celebration?

— Stanley M. Aronson, MD
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Abstracts: American College of Physicians -

American Society of Internal Medicine Annual Meeting

Introduction
This year the ACP-ASIM featured

medical resident presentations once

again as the centerpiece for our Annual

Meeting, held on Friday, April 28,

2000, at the Radisson Airport Hotel

in Warwick, Rhode Island.

There were 67 posters presented

by house officers from Brown Univer-

sity and Boston University teaching

hospitals and 7 oral presentations - 3

given to the assembled group in the

moring and 4 in the afternoon.

Topics for the oral presentations

were ofvaried and extraordinary inter-

est to the presenters and the assembled

group. Topics ranged from the highly

molecular such as the paper, “p53

Mutations do not predict response to

paclitaxel as a single agent for meta-

static non-small cell lung cancer,” pre-

sented by Dr. Alice Fan, to the highly

clinical such as the paper, “Infliximab

efficacy in Crohn’s disease one year af-

ter its release,” presented by Dr. Tho-

mas Vallone.

Following each presentation there

was spirited questioning of presenters

and lively audience discussion. The

participation by our medical residents

and their faculty members is a fine ex-

FredJ. Schiffman, MD, FACP

ample of the scholarly mission

of the ACP-ASIM and has be-

come a tradition for medical

residents and faculty in Rhode

Island and for members of the

ACP-ASIM each year.

Fred J. Schiffman, MD,
FACP, is Professor ofMedicine at

Brown University School of

Medicine, and Governor, ACP-

ASIM, Rhode Island Chapter.

Correspondence:
Fred J. Schiffman, MD
Miriam Hospital

164 Summit Avenue

Providence, RI 02906

phone: (401) 793-4035

fax: (401) 793-4049

Abbreviations Used:

AMI acute myocardial infarction

CABG coronary artery bypass graft

ecu coronary care unit

CT computed tomography

HALK hydroxyalkenals

HR hypoxomic reperfusion

MDA malonaldchyde

MRI magnetic resonance imaging

NSCLC non-small cell lung cancer

SCLC small cell lung cancer

SSCP single-strand conformation

polymorphism

TNF-a tumor necrosis factor-a
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Are Statins Used Optimally After Acute Myocardial Infarction?

Jeffrey P. Steinhoff, MD, William Nicholson, MD, Ara Sadaniantz, MD

The Miriam Hospital/Rhode Island Hospital

Multiple placebo-controlled secondary prevention tri-

als have demonstrated the benefit of HMG-CoA Reduc-

tase Inhibitors (Statins) in reducing the cardiovascular

morbidity and mortality. To assess their utilization, we

evaluated patients with acute myocardial infarction (AMI)

admitted to the Miriam Hospital CCU from April 1998-

April 1999.

The CCU database is prospectively compiled with

demographic and diagnostic data. We selected 190 con-

secutive patients with clinical, EKG, and biochemical evi-

dence ofAMI. Exclusion criteria were transfer to another

institution or in-hospital death. Patients discharged with

and without statins were compared using the Student’s t-

test for continuous variables and Kruskal-Wallis test for dis-

crete variables. Multivariate analysis was performed to

identify variables (demographics, baselines medications, risk

factors and treatment modalities) associated with statin use.

Only 54% of the patients were discharged on statins.

The baseline characteristics such as age, sec, risk factors,

extent ofAMI, and type ofAMI (Q-wave vs. non-Q-wave)

were similar between the groups. Patients discharged on

statins compared to those who were not, were more likely

to be admitted on a statin (45% vs. 6%, p=0.001), treated

with IIB/IIIA inhibitors (50% vs. 28%, p=0.003, and have

serum lipid evaluated on admission (44% vs. 29%, p=0.04).

Lipid profiles were evaluated in 35% of all patients. Among
patients treated with statins before admission (n=49), 90%
were continued at discharge. Among those who were not

on statins at admission, 37% were discharged on statins.

Multivariate analysis indicated that lipid evaluation on ad-

mission (p=0.02), treatment with IIB/IIIA inhibitors

(p=0.03), and statin treatment on admission (p=0.001) were

the only variables associated with being discharged on a

statin. In this cohort 27 patients underwent CABG, of

which 33% were discharged on statins (p=0.02).

Our data show that many patients who would poten-

tially benefit from statin use are not treated upon discharge.

Further studies are needed to demonstrate whether this trend

holds true on an outpatient basis. Lipid profile inclusion as

part ofthe admission protocol may improve the use ofstatins.

The Limitations of Bone Scan vs. MRI for Bone Metastases

Hussam Hamdalla, MD, Shyam Kottilil, MD, Robert Fram, MD

Memorial Hospital of RI
Small cell lung cancer (SCLC) occurs almost exclu-

sively in smokers and represents 15% of all lung cancers.

SCLC is characterized by rapid tumor coughing time, high

growth fraction, and the ability to metastasize early. The

important prognostic factors include performance status,

body weight and tumor-related factors involving the ex-

tent of the disease. Bone scans offer a quick and inexpen-

sive survey of all bones, and are quite sensitive, although

not specific, in detection of metastatic disease involving

the cortical bone. Of all the patients with normal findings

on bone scan, 6% present with metastases within one year.

MRI has been advocated by some in the detection of bone

marrow involvement, particularly in SCLC.

A 60 year-old man presented with hematuria and right

knee pain. He complained of a history of weight loss, an-

orexia and night sweats. He had a history of smoking 3-4

cigars/day for 30 years. He had not seen a physician for

the past four years. His examination was remarkable for

bilateral inguinal and axillary lymphadenopathy. A chest-

abdomen-pelvis CT scan showed a left upper lobe mass

with multi-organ metastases, including liver, adrenals, kid-

neys, prostate and soft tissue. Biopsy of a subcutaneous

nodule showed small cell carcinoma. Bone scan was posi-

tive for metastases to the humeri and both femurs and up-

take was not increased in the spine. Because of back pain

and abnormal neurologic examination, screening MRI of

the spine was done. It demonstrated extensive vertebral

involvement by tumor and epidural metastases at T9 and

L3-4.

This case emphasizes the limitations of the bone scan

and the sensitivity of the MRI in a patient with extensive

bony involvement by small cell carcinoma. Extensive in-

volvement of the bone by tumor may not be associated with

increased osteoblastic activity, thus resulting in a negative

bone scan. An MRI of the spine should be considered in

patients with advanced metastases and meurological signs

despite a negative bone scan.
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p53 Mutations Do Not Predict Response to Paclitaxel as a Single

Agent for Metastatic Non Small Cell Lung Cancer

Alice Fan, MD, Thomas King, MD, PhD, Wallace Akerley, MD, Kathleen Walsh, Sham Mangray, MD,
Meihsu Chen, MS, Howard Safran, MD

The Miriam Hospital/Rhode Island Hospital

Wild-type p53 protein is required to induce apoptosis

in response to a wide variety of chemotherapeutic agents

and ionizing radiation. p53 mutations have been associ-

ated with resistance to cisplatin in non-small cell lung can-

cer (NSCLC). In vitro data and animal studies suggest

that paclitaxel may have a unique ability to activate tumor

cell apoptosis in the absence of wild-type p53 function.

Response to paclitaxel and concurrent radiation is not af-

fected by p53 mutations in NSCLC. We sought to deter-

mine whether p53 mutations affect response to paclitaxel

alone in patients with metastatic NSCLC.
Twenty-five patients with metastatic NSCLC who

participated in Brown University Oncology Group proto-

cols using single agent weekly paclitaxel had tumor tissue

that was adequate for analysis. Tissue was evaluated for

p53 gene mutations by single-strand conformation poly-

morphism (SSCP) analysis. Mutations were confirmed by

direct sequencing of altered mobility products.

Mutations in p53 were found in 8/23 patients (32%).

In seven cases, a point mutation predicted an alteration in

amino acid sequence. The eight was a frameshift mutation.

Response rates were compared by Fisher’s exact test (two-

sided). The response rates of75% for patients with tumors

with p53 mutations, and 47% for patients with wild-type

p53, do not differ significantly (p=0.21). The one-year sur-

vival rates for patients with and without p53 mutations af-

ter treatment with paclitaxel were 63% (95% Cl:

3 1 %- 1 00%) and 53% (95% Cl: 33%-86%), respectively.

The presence of p53 mutations do not adversely affect

response to paclitaxel as a single agent in metastatic NSCLC.
These results provide clinical support for in vitro observa-

tions that paclitaxel can bypass mutant p53 and lead to tu-

mor cell death by alternative pathway(s). Paclitaxel should

be considered as a component of treatment for patients with

metastatic NSCLC with p53 mutations.

Infliximab Efficacy in Crohn’s Disease One Year After Its Release

Thomas M. Vallone, DO, andAlan Epstein, MD

Roger Williams Medical Center
Therapy for active Crohn’s disease has changed little

over the past 30 years. Tumor necrosis factor-a (TNF-a) is

thought to be an integral cytokine in the inflammatory pro-

cess present in the intestinal wall of Crohn’s patients. Re-

cent studies have reported clinical efficacy of infliximab, a

genetically engineered antibody to human TNF-a, in the

treatment of moderate to severe Crohn’s Diease and fistu-

lizing disease. We report the effectiveness of infliximab for

patients with active Crohn’s ileitis, ileocolitis, colitis or fis-

tula disease and its role in minimizing steroid use.

We reviewed the medical records of eight patients with

Crohn’s Disease treated for 1-3 sessions with infliximab

therapy. A session consisted of either a single 5mg/kg infu-

sion or three 5mg/kg infusions at 0 weeks, 2 weeks and 6

weeks (fistula regimen). Responses were graded as com-

plete, partial or no response based on clinical, endoscopic,

or histologic findings at or before 6 weeks following each

session.

After 9 treatment sessions for Crohn’s ileitis, colitis, or

both, there were 5 partial responses and 4 complete re-

sponses. In 5 treatment sessions for perineal fistula disease,

there were 3 partial responses, 1 complete response, and 1

no response. Nine of 13 successful sessions (i.e., partial or

complete response) were achieved without the use of ste-

roids. In 3 of the 4 other successes, steroid treatment was

tapered off at 3 weeks, 3 months, and 4 months respec-

tively. Interestingly, not one patient needed a hospital in-

patient admission for Crohn’s symptoms after initiation of

infliximab therapy. One day following the initial infusion,

one patient had muscle weakness which was not treatment-

limiting. No other adverse effects were reported.

Infliximab therapy has success in the treatment of

Crohn’s ileitis and/or colitis, and fistula disease and reduces

steroid use.
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Analysis of Clinical Outcome After Treatment of Chronic

Infection with Hepatitis C Virus

Dimitriy Leongardt, MD, Alan Epstein, MD

Roger Williams Medical Center
Hepatitis C is the most common cause of chronic vi-

ral hepatitis in the United States, with almost 4,000,000

people already infected and 3,000 new cases per year. Cur-

rently Hepatitis C is responsible for 8,000 to 10,000 deaths

annually, and without efective intervention that number is

expected to triple in the next 10 to 20 years. It is also the

most common indication for liver transplanation, account-

ing for 30% of all cases.

To compare results of treatment of chronic infection

with Hepatitis C virus with single agent and combination

therapy protocols. 194 cases of heaptitis C infection were

reviewed. 77 patients (40%) did not receive any treat-

ment, in most cases secondary to concomitant substance

abuse and psychiatric disorders. 117 patients (30%) have

been started on various treatment protocols. Of these 1 17

patients, 64 completed treattment, 26 currently continue,

and 27 stopped treatment. 36 persons completed treat-

ment with interferon alone, 5 (14%) successfully and 31

(86%) failed treatment. Successful outcome was defined

as normal liver function tests and absence of hepatitis C
RNA in peripheral blood at least 6 months after treatment

has been completed. 1 9 patients who did not receive treat-

ment in the past (interferon-naive) completed combination

treatment with interferon alpha and ribavirin; 19 (90%) suc-

cessfully and 2 (10%) failed. Of these 17 patients, 13 (76%)

participated in a clinical trial, which evaluated higher inter-

feron dosing. 1 0 patients who were treated in the past with

interferon alone (interferon-relapsed) completed combina-

tion treatment - 4 (20%) successfully and 16 (80%) failed.

Until recently interferon alpha was the only therapy

available for patients with chronic Hepatitis C. However,

only 15 to 20% of patients achieve sustained response to

interferon therapy. Combination treatment of chronic

Hepatitis C infection with interferon alpha and ribavirin is

mroe effective in terms of clinical outcome, with more than

40% response rate. New antiviral agents, such as sustained-

release forms of interferon as well as inhibitors of HCV-
specific protease and RNA polymerase will likely be needed

for management of non-responders, and will be developed

in the next decade. It is likely that the management of

chronic Hepatitis C in the future will involve use of combi-

nation of several drugs and resemble that of antiviral therapy

of acquired immunodeficiency syndrome.

The Effect of Hypoxemic Reperfusion on Cerebral Protection after a

Severe Ischemic Brain Insult

Dimitrios /. Karmpaliotis, MD, Emmanuel E. Douzinas, MD, Ilias Andrianakis, MD, Marinos T. Pitaridis, MD,
Epaminondas M. Kypriades, MD, Klea Katsouyannin, DMed Sc, Dimitrios Sfyras, MD, Yiannis Gratsias, MSc,

Apostolos Papalois, PhD, Charis Roussos, MD, PhD

The Miriam Hospital/Rhode Island Hospital;

University of Athens Medical School; Experi-

mental Laboratory of ELPEN-Pharmaceutical
Company

Reactive oxygen species contribute to membrane lipid

peroxidation and neuronal death and have been implicated

in the injury caused in various models of cerebral ischemia

and reperfusion. We tested ifhypoxomic reperfusion (HR)

after cerebral ischemia would improve neurologic recovery.

Two groups of piglets (n= 1 1 in each group) were sub-

mitted to a model of a 10-minute partial cerebral and sys-

temic ischemia to compare the effect of hypoxemic

reperfusion (group HR) to the classical hyperoxemic con-

trol (group C). A third group not subjected to schemia

served as control to the group control (n=6, group CC)
but was submitted to hyperoxygenation at the respective

period of reperfusion. The outcome was evaluated by means

of neurologic assessment and the extent of lipid peroxidation

measuring the plasma malonaldchyde (MDA) together with

hydroxyalkenals (HALK).

Animals of group HR exhibited a significantly supe-

rior neurologic outcome compared to those of group C at

all three consecutive assessments over time (post resuscita-

tion p=0.006, at 8 hours p=0.003 and at 24 hours p=0.007).

The levels ofMDA and HALK are lower in group HR com-

pared to C (p=0.005). Additionally, in group CC these

molecules increase significantly at reperfusion compared to

their reference levels (p=0.05).

Hypoxemic reperfusion during resuscitation from a se-

vere ischemic cerebral insult improves the neurologic out-

come compared to the classical hyperoxemic reperfusion and

and this is additionally confirmed by the decreased produc-

tion of the molecules of lipid peroxidation.
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Tardive Dyskinesia-Like Syndrome in a Patient with

Hepatic Encephalopathy

Jennifer S. Roh, MD, Edward Feller, MD

The Miriam Hospital/Rhode Island Hospital

Hepatic encephalopathy is a common clinical diagno-

sis that encompasses a wide range of symptomatology. Se-

verity may vary from no symptoms or subtle shifts in

personality to profound coma. We recently evaluated a

patient with tardive dyskinesias an an initial feature of

pepatic encephalopathy. We report this case to alert clini-

cians to this rare manifestation of a common problem.

A 79 year-old woman presented with a one-week his-

tory of increasing confusion and a two-day history of in-

voluntary oral and lingual movements. Her past medical

history was significant for hypertension, congestive heart

failure, myclodysplastic syndrome, diverticulosis, bilateral

mastectomies for breast cancer and cryptogenic cirrhosis.

Medications on admission included furosemide, lisinopril,

sulindac; she denied taking any sedatives or hypnotics.

Physical examination was notable for persistent oral and

lingual dyskinesias. Neurologic exam was otherwise nega-

tive. No stigmata of liver disease were evident. Laboratory

tests showed thrombocytopenia, anemia, hypokalemia, and

an elevated ammonia level of 99umol/L. CT scan of her

head revealed white matter wash out and a small left pari-

etal calcified meningioma without mass effect or edema

and no other findings. She was treated with lactulose with

subsequent resolution of all symptoms.

The pathophysiology of hepatic encephalopathy, pre-

viously to be direectly caused by elevated ammonia levels,

may be related to over-stimulation of GABA receptors in

the central nerous system, resulting in inhibitory type ef-

fects: depression in level of consciousness and motor func-

tion, altered sleep patterns with characteristic LEG findings.

Hepatic encephalopathy has been cited as more likely to be

associated with extrapyramidal symptoms such as muscular

rigidity, bradykinesia, Parkinsonian-like tremors, and

dyskinesias than other metabolic encephalopathies. Be-

cause the prognosis of hepatic encephalopathy is closely re-

lated to the identification and removal of a precipitating

factor and 50% of cirrhotics die within one year of their

first episode of hepatic encephalopathy, early diagnosis and

treatment are crucial. Hepatic encephalopathy may present

atypically and, in rare cases, as a movement disorder called

non-Wilsonian hepatolenticular degeneration. As with

Wilson’s disease, the movements may resolve with treatment.

Clinicians should conisder decompensated liver disease when

evaluating patients with movement disorders.
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Forthcoming

Nutrition: A CME Issue

Medicine & Health/Rhode Island is pleased to dedi-

cate the November 2000 issue to nutrition. This

issue will be guest-edited by Charles Eaton, DM.

Brown University School of Medicine is accredited

by the Accreditation Council lor Continuing Medical Education

(ACCME) to provide Continuing Medical Education lor physicians.

Brown University School of Medicine designates this educational activ-

ity for a maximum of 2 hours in Category 1 credit towards the AMA
Physician’s Recognition Award. Each physician should claim only those

hours of credit that he/she actually spent in the educational activity.
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Barriers to the Provision of Child Safety Restraint:

Anticipatory Guidance Among Rhode Island Pediatricians

Colette C. Mull, MD, Marilyn C. Li, MD, Amy Rosenthal, MPA, Scott D. Berns, MD, MPH

Abbreviations Used:

AAP American Academy of Pediatrics

AG anticipatory guidance

AMA American Medical Association

Cl confidence intervals

CSR child safety restraint

GAPS Guidelines for Adolescent

Preventive Services

TIPP The Injury Prevention Program

M otor vehicle-related injury is the

leading cause ofdeath and disabil-

ity among children in the United States.
1

The majority of childhood health care

dollars are spent on injury.
2
In Rhode Is-

land, total costs for acute care treatment

alone average approximately $20 million

per year.’ Motor vehicle occupant in-

jury accounts for the highest costs asso-

ciated with pediatric injury.
1

The child safety restraint (CSR) is

the most effective passive strategy avail-

able in the prevention of pediatric mo-

tor vehicle occupant injury. We define

CSR as a safety seat for the child under

40 pounds, a booster seat for the child

over 40 pounds who is too small for the

lap shoulder harness, and a lap shoulder

harness for all other children, including

adolescents. Safety restraints reduce health

care costs by preventing injuries.
4 '9 In the

subset of restrained children who require

hospitalization for motor vehicle occu-

pant injury, their use results in the con-

sumption of fewer resources.
10

Since the development and market-

ing of child safety seats, motor vehicle-

related morbidity and mortality in the

0-4 years age group has decreased sub-

stantially.
8 However, uneven and insuf-

ficient reductions in injury and fatality

rates across all pediatric age groups are

best explained by a lower-than-desirable

rate of appropriate CSR use,
9 ' 11 com-

pounded by a well-documented decrease

in CSR use with increasing age,
11 ' 14 and

frequent incorrect CSR use.
1519

Legisla-

tive action, strong enforcement of exist-

ing laws, community education, and

anticipatory guidance (AG) are active

strategies used to promote CSR use.

Rhode Island child restraint and

safety belt use law, effective on July 1,

1998, states that any child under the age

of4 years must be properly restrained in

the backseat in a federally approved child

restraint seat while being transported in

a motor vehicle. Children under the age

of 6 years old must be in a safety

belt system in the back seat. The

preceding are primary offenses un-

til the age of 1 3, when the safety belt

law becomes a secondary offense.

The safest place for children

under 1 2 is in the middle ofthe back

seat. If a child must be buckled in

the front seat, particularly with an

active air bag system, the child

should be properly restrained and

the seat should be moved back as far as

possible from the dashboard to minimize

risk of injury to the child in case of a car

crash.

Our study addressed AG. Child-

hood injury prevention AG is defined as

the provision of counseling to a child/

guardian in the area of safety behaviors

specific to that child’s age and develop-

mental stage, at each well-child visit, re-

inforcing the message at all interim

visits.
20 With regard to CSR use, opti-

mal AG should provide information on

the ideal type of CSR for the child’s

weight, the child’s position in the CSR,

and the correct use of that CSR, includ-

ing its placement in the motor vehicle.

Actual demonstration ofcorrect CSR use

by the pediatrician to the patient/guard-

ian has been recommended by some au-

thors as an essential part of this AG. 1 21

Medical organizations provide

guidelines: the American Medical

Association’s (AMA) Guidelines for Ado-

lescent Preventive Services (GAPS), 22
the

Maternal and Child Health Bureau’s

Bright Futures,
23 and the American Acad-

emy ofPediatrics (AAP) Family Guide to

Car Seats.
24 A 1975 survey revealed that

less than 5% of 1 , 160 parents remembered

their provider discussing CSRs with

them. 25 Since 1983, the AAP has recom-

mended that all children receive injury pre-

ventionAG as part oftheir primary care.
26

In a 1992 national survey, 60% ol par-

ents did not recall receiving injury pre-

vention AG in their provider’s office.
27

Gielan, et al. documented that less than

half of the well-child visits in one pediat-

ric urban clinic included this form ofAG.28

In these studies, the reasons for less-

than-ideal rates ofAG by primary care

providers were not documented. Cohen,

et al. state that the social norms of medi-

cine often prevent, rather than reinforce

the practice of injury prevention AG. 29

For example, resident physicians are less

likely to develop the clinical habit ofcon-

sistent injury preventionAG if this prac-

tice goes unrewarded by their preceptors

and/or if they are not held accountable

forAG on the American Board of Pedi-

atrics’ certification examination. 30

Our study sought to identify barri-

ers to CSRAG by primary care pediatri-

cians. We hypothesized that time

constraints in a pediatrician’s workday,

patient age greater than four years, and a

patient’s/guardian’s inability to under-

stand English have a negative impact on

the pediatrician’s provision ofCSR AG.

Methods
A cross-sectional mail survey of

Rhode Island primary care pediatricians

was employed, based on the American

Academy of Pediatrics’ Fellowship Direc-

tory, Brown University’s Department of

Pediatrics’ list of community pediatri-

cians, and Rhode Island telephone books

to assemble our list of 130 Rhode Island

pediatricians.

Two months prior to the study,

seven members ofthe Brown University/
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Table 1. Characteristics of Survey Respondents’ CSR AG
Frequency of Delivery at Designated Well-Child Visits

A Summary

Visits

Frequency

Number (%)

Less Frequently

More Frequently

Missing++

0-4 years old

(n*=77)+

17 (22.1)

60 (78.0)

2

>4-12 years old

(n*=77)+

31 (400.3)

46 (59.8)

2

>12 years old

(n*=79)+

35 (44.4)

44 (55.7)

0

* n=number of survey question respondents

+
n is not equal to 79 because two survey respondents did not report their frequency of

CSR AG delivery for this visit category or stated that this survey question was not

applicable to her/his situation.

++
“Missing" refers to the number of survey respondents who did not answer the question

posed or stated that the question was not applicable to her/his situation

Hasbro Children’s Hospital Pediatrics

Residency Program participated in a pi-

lot project to assess the survey ques-

tions. A five-page, 16-item questionnaire

was hand-delivered to each of the seven

house staff members with an accompa-

nying request for a written critique of the

survey. All pilot surveys were returned,

with written critiques; and the survey

was modified accordingly.

Subsequently, 130 Rhode Island

primary care pediatricians were mailed a

self-administered, four-page, 10-item

questionnaire, regarding the demo-

graphic makeup ofhis/her patient popu-

lation, the frequency and content of his/

her AG practices in the area of motor

vehicle CSR use, and the factors which

affect his/her decision to provide this AG.

Survey items consisted of single-answer,

Likert scale type, and multiple-choice

questions with the opportunity for the

respondent to write-in alternative an-

swers. The initial survey, ifnot returned,

was followed by as many as two monthly

reminder surveys. Participant-to-re-

searcher confidentiality was ensured by

engaging an unbiased third party to con-

duct all communications between the

research team and the survey pool.

Survey responses were analyzed, us-

ing Statistical Analysis System, version

6. 1 1, software (SAS) (SAS Institute, Inc.,

Cary, North Carolina). The dependent

variables studied were time constraints

in a pediatricians workday, patient age,

and patient s/guardian’s inability to un-

derstand English. To determine whether

the proportion of pediatricians report-

ing reduced likelihood of delivering AG
differs significandy by patient age, 95%
confidence intervals (Cl) were calculated

for differences between age-specific pro-

portions. Similarly, a 95% Cl was com-

puted to characterize the proportion of

pediatricians who stated reduced likeli-

hood ofCSR AG provision to patients/

guardians unable to understand English.

Statistical significance was established at

an alpha less than 0.05.

Results

Seventy-nine of 130 pediatricians

(61%) returned the questionnaires. The

mean respondent age was 45.1 years

(standard deviation (SD) = 11.1 years).

The mean number of years out of resi-

dency was 1 5.5 years (SD = 1 1 .2 years).

Of the 79 pediatrician-respondents, 52

(66%) stated that they alone are respon-

sible for the delivery ofAG in their prac-

tice, while 26 (33%) stated that they

share this responsibility with other health

professionals in their practice. Only one

pediatrician stated that another indi-

vidual is the sole provider ofAG in her/

his practice. Other health professionals

cited included nurse practitioners, nurses,

and physician assistants.

Fifty-five of the 79 pediatricians

(70%) described the age makeup of their

practice population. The mean percent-

age of patients in the 0-4 year old age

group, 44%, is slightly higher than that

in the >4-12 year old age group, 33%,

and higher than that in the >12 year old

age group, 23%.

In detailing the content of the in-

fant car seat AG, 55% of pediatricians

stated that they discuss the importance

of infant safety seat use, the mechanics

of its use, and the details of booster seat

use. In their child seat belt AG discus-

sions, 42% stated that they review the

timing ofthe transition from infant safety

seat/booster seat to CSR (lap shoulder

harness), the importance and mechanics

ofCSR use, and the importance of seat-

ing children in the rear seat. Pediatri-

cians also mentioned adult seat belt use

and CSR laws as items discussed with

Table 2. Patient Age as a Factor of Influence on Survey

Respondents’ Motor Vehicle CSR AG Delivery

Effect

Number (%)

Visits

Less likely to

deliver AG

No effect More likely to

deliver AG

Missing

0-4 years old

(n*=77)+

7(9.1) 37 (48.1) 33 (42.9) 2

>4-12 years old

(n*=77)+
19 (24.7) 41 (53.2) 17(22.1) 2

>12 years old

(n*=78)+
29 (37.2 40 (51.3) 9(11.5) 1

* n=number of survey question respondents

+
n is not equal to 79, n=78 or 77, because either one or two survey respondent(s) did

not provide information on how that particular age influences her/his CSR AG delivery or

stated that particular age category was not applicable to her/his situation.

++
“Missing” refers to the number of survey respondents who did not answer the question

posed or stated that the question was not applicable to her/his situation

Medicine and Health / Rhode Island



patients and/or their guardians.

1) Time Constraints:

Of the 78 respondents who com-

mented on time constraints in their

workday, 4 1% reported that they are less

likely to discuss CSR use if they feel that

the time allotted for a well-child visit is

limited. Five pediatricians specifically

mentioned that a patient/guardian often

presents with an unexpected agenda of

issues, consuming time otherwise allot-

ted to preventive medicine discussions.

2) Patient Age:

For the purposes ofdata analysis, the

frequency ofCSR AG variable was col-

lapsed into two categories: less frequently

(“never,” “rarely” and “occasionally”), and

more frequently (“frequently’and “al-

ways ).

Results of the survey indicate that

younger patients were significantly more

likely to receive CSRAG than older ones.

More than 40% of pediatricians infre-

quently provided CSR AG to patients

over 4 years of age (Table 1). By com-

parison, only 22% ofpediatricians infre-

quently provided this counseling to

patients 4 years of age and under

(p<0.05) (Table 1). Regarding factors

which have an effect on the provision of

CSR AG, respondents revealed that as

patient age increases, they are less likely

to deliver CSR AG (Table 2).

3) Language:

More than halfof72 survey respon-

dents (57%) are unable to provide CSR
AG in a language other than English. In

addition, 47% (95% confidence inter-

val (C.I.) + 0.11) are less likely to pro-

vide CSR AG if a patient/guardian is

unable to understand English (p<0.05).

However, respondents stated that their

patient’s race/ethnicity and type ofmedi-

cal coverage have no influence on their

delivery ofCSR AG.

In addition, self-perceived change in

the respondents’ delivery of CSR AG
was examined over the five-year period

from 1990 to 1995. Twenty-one per-

cent of the respondents felt their deliv-

ery had changed over this period; when

described, these changes generally re-

flected a heightened awareness of CSR
AG.

Discussion

Our study results confirm our hy-

potheses. The barriers to the

pediatrician’s provision of CSR AG in-

clude her/his workday’s time constraints,

patient age greater than four, and a

patient’s/guardian’s inability to under-

stand English.

The safestplacefor

children under 12 is in the

middle ofthe back seat.

Ifa child must be buckled

in thefront seat,

particularly with an active

air bag system, the child

should beproperly

restrainedand the seat

should be moved back as

far aspossiblefrom the

dashboard to minimize

risk ofinjury to the child

in case ofa car crash.

1)

Time Constraints:

Pediatricians face the challenge of

continuing to provide quality primary

care as their number of daily patient vis-

its grows, the complexity and diversity

of their patients’ problems increase, and

the reimbursement for preventive services

remains uneven. This phenomenon may

account in part for the negative impact

oftime constraints on CSRAG delivery.

Although most pediatricians in our

study deliver CSRAG themselves (66%)

at the time of the well-child visit, 33%
of our respondents rely on nurses and

nurse practitioners to assist them in this

task. These pediatricians may be ensur-

ing that time constraints in their work-

day do not compromise their delivery of

quality health care. Stone suggests that

“collaborative teams ofpediatricians and

pediatric nurse practitioners” can provide

“high-quality, cost-effective” pediatric

care.
31

2) Patient Age:

Patient age greater than four years

had a negative impact on the

pediatrician’s delivery ofCSRAG. Ob-

servational studies have shown that CSR
use dramatically decreases with age: 84%
for 0-4 year olds; 57% for 5-11 year olds;

and 29-57% for 12-18 year olds.
11 12

Some authors have even identified dis-

crepancies in usage rates between infants

(0-12 months old) 76%, and toddlers (1

to 4 year olds) 43%. 12
It is possible that

the inverse relationship between age and

pediatrician’s CSR AG delivery may be

associated with that between age and

CSR use.

Pediatricians may deliver CSR AG
less frequently to the older child for a

number of reasons. The breadth and

depth ofthe older child’s single yearly well

visit may render it difficult to provide

complete well-child care. Given the

AAP’s early emphasis on the use of in-

fant car seats (1980- 1987),
32 despite the

increasing use of TIPP since its incep-

tion in 1983,33 primary care providers

may be conditioned to provide CSRAG
with greater frequency to infants’ guard-

ians than to older children and their

guardians. Some pediatricians may not

know that their state mandates motor

vehicle safety restraints for older children.

Of all age groups, adolescents have

the lowest rate of CSR use.
1314 Adoles-

cents are both drivers and passengers. In

this stage of risk-taking behaviors fueled

by peer pressure and feelings of invul-

nerability, adolescents’ driving inexperi-

ence, coupled with use ofalcohol and/or

other substances of abuse, accounts in

large part for an associated mortality rate

1 0 times higher than their younger mo-

tor vehicle occupant counterparts (un-

der 10 years ofage). 1,13 The pediatrician

may understandably perceive delivering

CSR AG to the adolescent as a formi-

dable task.

It is unclear whether increased fre-

quency of CSR AG provision to older

children and their guardians would ac-

tually increase their CSR use. It is pos-

sible that CSR use declines with age as

“independence” develops.

3) Language:

Another barrier to the provision of

CSR AG is a patient’s/guardian’s inabil-
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ity to understand English. Numerous

observational studies have documented

low rates of safety restraint use among

racial/ethnic minority populations.34 37

Multiple explanations for this low usage

rate have been suggested. Our survey

results support the argument'
7

that such

populations, often comprised of recent

immigrants, may not understand infor-

mation in English.

Rhode Islanders speak at least 24

languages. 38 Our study indicates that

more than half of Rhode Island pediat-

ric offices do not relay important safety

information to this sizable segment of

the population. In addition, we have

shown that a patient’s/guardian’s inabil-

ity to understand English is a factor in

whether or not CSRAG is discussed at a

well-child visit. However, the extent to

which language is a barrier to the provi-

sion of CSR AG likely varies with pa-

tient mix and practice location.

There are a number of possible ap-

proaches to addressing this barrier. Sev-

eral pediatricians in our study required

non-English-speaking patients/guardians

to be accompanied by at least one per-

son able to understand/speak English.

Many Rhode Island health clinics hire

non-physician professionals (e.g., nurses,

medical assistants, receptionists) from the

communities they serve and require them

to be proficient in not only English but

in at least one other language. Addition-

ally or alternatively, pediatricians can at-

tempt to acquire a working knowledge

of the language(s) commonly spoken in

their practice population. Also, pedia-

trician access to multi-lingual injury pre-

vention educational materials (e.g.

brochures, videotapes) would help re-

move the language barrier to pediatri-

cians’ CSR AG provision.

Limitations

There are a number of limitations

to this study. With a survey response

rate of 61%, our results might not re-

flect the practices of other pediatricians

in the state or in the country. As a self-

selected group, these pediatricians are

more likely than not to be motivated

practitioners, comprehensive in their de-

livery of primary care, comfortable with

their practice ofCSR AG, and interested

enough in academic medicine to respond

to a research survey. Reporting bias

makes it likely that these same respon-

dents overstated their CSRAG activities.

It is possible that results of this survey

reflect how respondents feel they ought

to deliver CSR AG and do not consti-

tute an accurate representation of their

practice of CSR AG. The limitation of

small sample size and generalizability

would be best addressed by a follow-up

survey of a larger population of pediatri-

cians (e.g. members ofthe AAP). Finally,

our survey instrument was created spe-

cifically to assess time constraint, patient

age, and language as barriers to the pro-

vision of CSR AG. Other barriers, sus-

pected and unknown, were not addressed

in our study.

Conclusions

Our study documents less-than-

widespread CSR AG provision by pri-

mary care pediatricians in Rhode Island.

It identifies three barriers to pediatrician

provision ofCSRAG: 1 ) time constraints

in a pediatrician’s workday, 2) patient age

greater than four years, and 3) a patient’s/

guardian’s inability to understand En-

glish.

Implications for Prevention

A child's pediatrician, viewed as a

respected health advisor,
2

is a guardian’s

first choice for information on injury

control and child safety.
39 She/he is able

to change a guardian’s knowledge base

and behaviors in the area of injury pre-

vention.
21 '

40-44 However, parental surveys

have claimed low rates of provider injury

prevention counseling delivery
23 2 while

there is also evidence that some pediatri-

cians may feel uncomfortable providing

such counseling.
10

Although not specifically addressed

in our study, doctors also may lack knowl-

edge about correct usage ofCSRs. There

are a number of possible solutions; e.g.,

1) trainings for medical providers, 2) re-

ferrals for patients about relevant com-

munity agencies and services, 3) simple,

up-to-date literature on CSRs geared at

educating providers, and 4) utilization of

nurses and health educators who have

been trained by the National Highway

Traffic Safety Administration to conduct

CSR safety checks for community resi-

dents.

Our study suggests that time con-

straints, patient age, and language hinder

the provision ofinjury prevention antici-

patory guidance. Physician extenders,

such as nurse practitioners, nurses, and

physician assistant, may improve rates

of counseling. So may educational ma-

terials and instruction delivered in the

language of the patient.
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The Emerging Role of Uterine Artery Embolization in

the Management of Symptomatic Uterine Fibroids

Gregory J. Dubel, MD, Roger J. Ferland, MD, Timothy P. Murphy, MD, Gary Frishman, MD

Abbreviations Used:

AVM arteriovenous malformation

D&C dilation and curettage

FSH follicle-stimulating hormone

MRI magnetic resonance imaging

NSAID non-steroidal anti-inflamma-

tory drug

PCA patient-controlled analgesia

PVA polyvinyl alcohol

TSH thyroid-stimulating hormone

UAE uterine artery embolization

US ultrasound

Leiomyomata or fibroids have an es-

timated prevalence of 20-40%' in

women over 35 years of age and cause

symptoms in 20-40% of patients.
1,2

Symptoms are life-altering for many

women and result in an estimated 2-4

million person-days per year lost to

work or other activities.
3 The mini-

mum estimated direct cost of treating

uterine myomata in the United States

is over $1 billion per year.
4 Medical

therapy may relieve symptoms while

surgical therapy may be curative.

Symptomatic leiomyomata result in

approximately 200,000 hysterectomies

and 40,000-60,000 myomectomies per

year in the United States.
1,5 Uterine

Artery Embolization (UAE) has been

used over the past 7 years 6
to treat

women with symptomatic leiomyo-

mata. The treatment offers a non-sur-

gical treatment option to many patients

with symptomatic fibroids. This ar-

ticle reviews briefly the natural history

and treatment of fibroids and updates

the reader on the current status of

UAE.

Natural History

Fibroids are steroid-hormone (es-

trogen and progesterone) responsive

tumors, which usually grow slowly

during the child-bearing years and re-

gress after menopause. 1 '2 Hormone-

replacement therapy alters this normal

progression in some patients and

thereby “deprives both the gynecolo-

gist and the patient of nature’s respite.
’’

Hormonal alterations may cause fi-

broids to enlarge rapidly during preg-

nancy. A rapidly enlarging fibroid in

a non-pregnant female or growth in a

post-menopausal female should

prompt evaluation to exclude malig-

nancy. Sarcomatous degeneration is

exceedingly rare.
2 Uterine leiomyosa-

rcoma, a rare tumor that does not ap-

pear to be related to leiomyomata, may

be discovered incidentally at the time

of surgery for leiomyomata (0.1-

0.3% pre-menopausal, less than

1% post-menopausal 1

).

Leiomyomata cause symp-

toms which range in severity from

mild to incapacitating.
2 Most pa-

tients complain of heavy and/or ir-

regular periods, which may result

in anemia. Bulk symptoms, also

frequent, are related to the size of

the myomatous uterus and mass

effect upon adjacent organs.

These include pelvic pain, pres-

sure, bloating, constipation, back

pain, leg swelling, and urinary fre-

quency. Less commonly, fibroids re-

sult in dyspareunia, early fetal loss, and

hydronephosis. 1,2 Fibroids have been

implicated as contributing to infertil-

ity, although the association remains

unproven. 4

Patient Evaluation

Patient evaluation will vary ac-

cording to symptomatology. One
must exclude malignancy in patients

with abnormal uterine bleeding. This

requires a Pap smear and a thorough

history and complete gynecologic ex-

amination by a skilled examiner.

Many gynecologists also advocate a test

(endometrial biopsy, diagnostic hyst-

eroscopy, or hysterosonography) to

exclude an intrauterine lesion. Imag-

ing tests (ultrasound or MRI) are in-

dicated both in patients with abnormal

bleeding and those with bulk symp-

toms. These will be discussed below.

Blood tests for patients with abnormal

uterine bleeding vary according to phy-

sician. Most agree that Hb/Hct is in-

dicated to exclude anemia, especially

ifsurgery is being contemplated. Some

also advocate a coagulation profile and

various hormonal tests to detect im-

balances that may relate to heavy

menses (FSH, TSH, Prolactin, etc).

For patients contemplating UAE the

only required blood test is Hb/Hct.

Patients with a history of bleeding di-

athesis also require a coagulation pro-

file.

For patients with bulk symptoms

the work-up is only slightly different.

The cornerstone of the evaluation

again is a thorough history and com-

plete gynecologic examination by a

skilled examiner, and a Pap smear

should be performed. Imaging tests

are used to confirm physical exam find-

ings, evaluate both the uterus and the

ovaries, and to measure the size, num-

ber, and precise location of fibroids. It

is important to note the exact location

(Figure 1) of fibroids (intramural, sub-

mucosal, subserosal, exophytic, or pe-

dunculated) because location can effect

treatment options. Ultrasound offers

the advantage of a slightly lower cost

with the disadvantage ofdecreased ana-

tomic detail and poor reproducibility

of measurements. MRI offers the ad-

vantages of superior anatomic detail,

more reproducible measurements, and

improved detection ofadenomyosis. A
recent study also suggests that MRI
data may be useful in predicting suc-

cessful response to UAE. 8 Imaging tests

can also help to exclude other sources

of symptoms, including both gyneco-

logic (ovarian cysts/tumors, en-

dometriosis, pelvic inflammatory

disease, adenomyosis) and non-gyne-

cologic etiologies (inflammatory bowel
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disease, hernia, other pelvic mass from

bone, bowel, or nerve). Routine

bloodwork is not needed for patients

with pain unless surgery is contem-

plated.

Management
Treatment of fibroids is dependent

upon symptomatology. Asymptomatic

fibroids require no treatment. Medical

treatment for patients with menometr-

orrhagia consists primarily ofhormonal

therapies.
2,7 These include progestins,

combination oral contraceptive pills, or

GnRH analogues. Any estrogen (ex-

ogenous or endogenous) may cause an

increase in the size of fibroids in cer-

tain patients and worsen symptoms.

GnRH analogs decrease estrogen lev-

els, shrink fibroids, and reduce uterine

volume by 50% in 85% of patients.
2,9

Menopausal side effects are intolerable

for some patients. Furthermore, most

fibroids will regain their original size

4-6 months after cessation of these

agents.
1

2

They are used primarily as

temporizing agents in peri-menopausal

patients or as pre-operative therapy in

anemic patients.
1 GnRH analogs are

usually discontinued prior to myomec-

tomy or embolization. The induced

decrease in vascularity has been re-

ported to make surgery more difficult
10

and may decrease flow ofembolic agent

to the fibroid.

Patients with pain are treated pri-

marily with analgesics. NSAIDS are

the mainstay of therapy. Oral narcotic

analgesics may be prescribed safely to

patients with severe dysmenorrhea lim-

ited to a few days duration each month,

but are not generally recommended for

chronic pain because of problems with

dependency.

Because medical therapy fails to

control symptoms in 50-70% of pa-

tients, many will require more invasive

treatment. Hysterectomy is the most

common invasive treatment for fi-

broids in the US. The procedure has

a major complication rate of 1-5% and

a death rate of 0. 1 %. 1

1

Approximately

0.5-1 0% of patients will require blood

transfusion related to intra- or peri-

operative blood loss.
11 Both rates vary

according to technique (vaginal,

laparoscopic, or abdominal). 11 Hyster-

ectomy has the advantage of being

curative, but entails anesthesia, a sig-

nificant recovery period, and removal

ofan organ that some women may wish

to preserve.

Myomectomy is a technique by

which individual myomata are surgi-

cally removed without removing the

uterus.
2,9 12 Myomectomy may be per-

formed using an abdominal, hystero-

scopic, or laparoscopic approach.

Complication rates are similar to hys-

terectomy with a slightly higher trans-

fusion rate.
2,9,12 Symptomatic

improvement is reported in approxi-

mately 81% of patients. Recurrence

of symptoms, resulting from regrowth

of residual fibroid tissue or growth of

other fibroids, occurs in 1 5-27%, with

approximately 10% eventually requir-

ing re-operation. 2 12 Because the tech-

nique preserves the uterus, future

childbearing is possible. Although

there have been reports of rupture of

gravid uteri following myomectomy, 13

it remains the standard of care for pa-

tients desiring future pregnancy.

Myolysis is a newer technique by

Case E Images obtained at Rhode Island Hospital of a 40yo G1P1 female with a history of

severe menometrorrhagia and pelvic pain. Physical exam suggested a 12 week-size uterus.

Ultrasound demonstrated multiple fibroids, the largest of which measured 5x5x6. 5 cm. (a)

Pelvic arteriogram demonstrates enlarged uterine arteries, (b) Selective left internal iliac

injection identifies the origin of the left uterine artery. Note the increased vascularity related to

the myomatous uterus, (c) Selective catheterization and advancement of a microcatheter into the

distal uterine artery, (d) Post-embolization injection demonstrates stasis in the left uterine artery

and absence of flow to the uterus, (e) Pre-embolization right internal iliac artery injection. Note

the hypervascular, myomatous uterus, (f) Post-embolization right internal iliac artery injection.
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Case 2. Images obtained at Rhode Island Hospital of a 36yo G1P0 female not desiring future pregnancy with a 10-year history of menometrorrhagia,

urinary frequency, and dypareunia. The patient had been treated with GnRH analog therapy and myomectomy without relief of symptoms, (a) US
demonstrates myomatous uterus causing mass effect upon the bladder, (b) MRI confirms enlarged (16 week) uterus with multiple leiomyomata, (c)

Right internal iliac artery injection shows enlarged uterine artery with branches stretched around hypervascular fibroids, (d) Post-embolization right

internal iliac artery injection confirms stasis in uterine artery. The left uterine artery was also successfully embolized.

which fibroids are ablated using laser,

bipolar needles, or cryolysis. 14

Myolysis also allows preservation of the

uterus. The technique is less widely

available than myomectomy and is

most useful when the number and/or

size offibroids is small. Because oflim-

ited experience, the complication rate

is not known. The significance of post-

procedure adhesions, 14 found in a sub-

stantial number of patients, requires

further study. Rupture of a gravid

uterus following myolysis has also been

reported. 15 Experience with this tech-

nique is limited and investigation is

ongoing.

Uterine Artery Embolization
UAE offers the only truly non-

surgical treatment for symptomatic lei-

omyomata not responsive to

conservative measures. Although the

application of embolotherapy to uter-

ine fibroids is relatively new, pelvic

emobilization has been carried out

safey for over 25 years. UAE to con-

trol post-partum hemorrhage was first

described in 1979. 16 Since that time,

applciations have broadened to include

treatment of ectopic pregnancy, uter-

ine AVMs, high bleeding risk obstetri-

cal patients, and pre-operative

embolization to decrease bleeding in

cases of large uterine tumors. 6

Uterine Artery Embolization
to Treat Leiomyomata

The application of UAE in the

treatment of leiomyomata came

serendipitously. Ravina, et al.
6 were

performing pre-operative UAE on pa-

tients with large fibroids to decrease

blood losses at planned surgery. Many
patients reported a significant improve-

ment in symptoms and some refused

surgery. Physical examination and ul-

trasound confirmed a significant de-

crease in the size of myomatous uteri.

The treatment was then offered as an

alternative to surgery in select patients

under a study protocol. Since that

time, multiple centers have reported

results using this technique to treat

symptomatic fibroids.
6 81 "23

Uterine Artery Emboliza-

tion- Technique
UAE is performed using local an-

esthesia and conscious sedation. Most

practitioners administer prophylactic

antibiotics. The procedure is gener-

ally performed from a standard com-

mon femoral artery access. Selective

catheterization of each internal iliac

artery is performed with a 4-5 French

catheter (see cases 1 and 2). Arteriog-

raphy is performed to locate the ori-

gins of the uterine arteries. The uterine

arteries are selectively catheterized stud-
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Fig. 1.

Fig. 3

Figure 1- Schematic diagram of the various locations of uter-

ine leiomyomata. (Used with permission of the Society of Car-

diovascular and Interventional Radiology).

Figure 2- Depicts selective catheterization of the uterine ar-

tery. (Used with permission of the Society of Cardiovascular

and Interventional Radiology).

Figure 3- Schematic view of embolization occurring via injec-

tion of the PVA particles into the uterine artery. This results

in vascular occlusion and thereby deprives the fibroid of its

blood supply. (Used with permission of the Society of Cardio-

vascular and Interventional Radiology).

ied. Embolization is carried out by

slowly injecting polyvinyl alcohol

(PVA) particles under fluoroscopic

monitoring until the vessel is com-

pletely occluded, shown diagrammati-

cally in figures 2 and 3. PVA particles

have been used safely for 30 years. The

appropriate size of particles is currently

an area ofdebate. 17 '23 Although smaller

particles (130-300 microns) may pen-

etrate the vasculature more deeply and

result in more complete emboliza-

tion,
17 they appear to cause more

pain 18 and may increase infection rates

for large fibroids.
24 Most investigators

in the US currently use 500-710 mi-

cron particles. Some authors complete

the embolization by placing a gelfoam

pledget in the uterine artery.
18,19,23 The

procedure takes between 45 and 135

minutes to complete. Patients receive

NSAIDS during and following the pro-

cedure. Narcotic analgesia and

antiemetics are often required to con-

trol pain and nausea for the first 12

hours following the procedure. These

agents can be conveniently combined

and administered via patient-con-

trolled analgesia (PCA) pump. Most

patients can be switched to PO medi-

cation for pain/nausea control the fol-

lowing morning. Patients generally

stay one night in the hospital
20 ' 22 and

are discharged the following day. Less

often, patients may be discharged the

same day or require 2-day admission.

Most patients experience moderate

pain for 3-5 days that can be controlled

with PO pain medications. The mean

time to return to normal activity is 8.9

days (range 2-18).
20

Normal Post-procedure

Course and Complications

Patients generally tolerate UAE
well and complications occur infre-

quently. Groin hematoma or contrast

reaction, the most common complica-

tions of arteriography, occur in less

than 1%. 10 Pain and nausea can be

expected in all patients and is gener-

ally treated with PO medications.

Occasionally patients will require re-

admission for IV medication. Post-

embolization syndrome (low-grade

fever, leukocytosis, and pain) may be

considered a normal response to UAE
and is similar clinically to acute fibroid

degeneration. This occurs to some ex-

tent in 10-40% 21, 10 ofpatients, but only
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rarely requires readmission. More se-

rious complications have been reported

in 1-2% of patients.
6,1 °' 17 '23 These re-

sult most often from an infection (en-

dometritis, salpingitis, infected fibroid,

etc) or from a retained necrotic fibroid.

Infections usually respond to antibiot-

ics. Rarely, an infection and/or retained

fibroid will require surgical evacuation.

The short-term rate of re-operation

(i.e. hysterectomy following UAE) is

approximately 0-2%. 6,817 '23 This com-

pares favorably to the l-5%" rate of

unintended re-operation following

hysterectomy. Most patients will ex-

perience a non-purulent vaginal dis-

charge, which is thought to be the

result of breakdown of the myoma re-

lated to post-embolization degenera-

tion. 19,22 Some patients may
spontaneously pass fibroid tissue per

vagina. This occurs more frequently in

patients with submucosal fibroids.
18 '21

Although no deaths have been reported

in the 4165 cases performed in the US,

one associated death has been reported

in the UK. 24,25

Results of UAE to Treat
Symptomatic Leiomyomata

A recent survey by the Society of

Cardiovascular and Interventional Ra-

diology reports that 4,165 UAE pro-

cedures have been performed in the US
as ofSeptember 1999. 26 Technical suc-

cess rates have been uniformly high

(98-1 00%)

.

18 23 Patient satisfaction

with the procedure20'22 has also been

high with 82-94%20 " 22 of patients stat-

ing that they would choose the proce-

dure again. An outcomes study has

validated significant improvement in

symptoms as well as health-related

quality of life.
2
"

Objective tests including physical

examination, US, and MRI have con-

firmed significant decreases in both the

volume of the uterus (43% 20-50% 19
)

and dominant myomata (49% 20 -

69% 19
). Menometrorrhagia is mark-

edly decreased in 80-100% of patients.

Bulk symptoms are markedly improved

in 80-100%. Clinical improvement

has been consistently demonstrated

worldwide in approximately 85% of

patients. Results in Rhode Island mir-

ror those achieved elsewhere. These

results compare favorably with the

81% of patients who report improve-

ment following myomectomy. Al-

though Ravina et al have follow-up to

7 years, mean follow-up for other se-

ries ranges from 8.7-16.3 months. To

validate the durability of the procedure,

longer follow-up will be needed. Fi-

broid regrowth, which can occur in 1 5-

27% 2 of patients following

myomectomy, has not been docu-

mented during the limited follow-up

currently available.

Uterine Artery Embolization
and Fertility

The long-term impact ofUAE on

fertility and/or childbearing is un-

known. Although clinical effects to

date have been minimal, UAE could

theoretically have a negative effect on

fertility/childbearing via effects of em-

bolization and/or radiation on the en-

dometrium, myometrium or ovaries.

Each of these theoretical mechanisms

will be discussed below.

Amenorrhea has been reported in

1-2% of patients undergoing UAE. 17'23

Whether this results from premature

ovarian failure, endometrial ischemia

or the normal climacteric process is

unclear. As most patients are

perimenopausal at the time ofUAE it

is difficult to determine the true effect

of the procedure on ovarian function

relative to the climacteric process.

Potential causes ofpremature ova-

rian failure include non-target embo-

lization (resulting in decreased blood

flow to the ovaries) and/or radiation

effects. Because the uterine arteries

communicate with the ovarian arter-

ies via anastomoses with the tubal ar-

teries,
28 nontarget embolization of the

ovarian blood supply is theoretically

possible. Given the microscopic nature

of these anastomoses relative to the size

of the particles, however, the clinical

significance of this is doubtful. The

mean estimated ovarian radiation dose

related to UAE is 22.34 cGy29
(Barium enema = 0.7 cGy, abdomen/

pelvic CT = 2 cGy). Although the ef-

fect of this level of exposure on ova-

rian function is unknown,
extrapolation of data from pelvic ra-

diation therapy studies may allow some

useful comparisons. Temporary and/or

permanent amennorrhea has been re-

ported in patients undergoing pelvic

irradiation for Hodgkin’s disease; 30

however, this occurs at doses that are

10-100 times higher than those expe-

rienced in UAE. Although it appears

that the radiation dose from a standard

UAE would have no significant effect

on ovarian function, further data will

be needed to validate such a conclu-

sion.

It is also possible that the de-

creased uterine artery blood supply fol-

lowing embolization may decrease

endometrial flow enough in some pa-

tients to decrease endometrial viabil-

ity and cause amennorrhea. Because

over 98% of patients experience nor-

mal menses following UAE the clini-

cal significance of this mechanism is

also dubious.

Another theoretical concern is the

ability of the embolized uterus to at-

tain and sustain pregnancy. Although

at least 7 patients are known to have

carried babies to term following UAE
to treat symptomatic fibroids, the po-

tential for fetal growth restriction and

uterine rupture following uterine ar-

tery embolization remains unknown.

It is possible that the decreased uterine

artery blood supply following embo-

lization may decrease endometrial,

myometrial, or placental integrity and

/

or ability to withstand pregnancy.

Until prospective trials are com-

pleted women should be informed that

UAE may have a negative impact on

fertility and/or childbearing. Myomec-

tomy remains the standard of care for

women who desire to become preg-

nant. WEen myomectomy is contrain-

dicated UAE or myolysis may be

acceptable alternatives.

Technically successful UAE fails to

improve symptoms in 10-15% of pa-

tients.
6 ’8,17 '23

Failures can be caused by

underembolization, additional blood

supply, or alternative diagnoses. Some

failures cannot be explained. It is be-

lieved that UAE works by inducing

necrosis of the leiomyomata related to

ischemia induced by the arterial block-

UAE Failures and Special

Considerations
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ade. Pathological examination of uteri

removed from patients who have un-

dergone UAE confirms this theory,

demonstrating hyaline degeneration in

all large leiomyomata and in many
small leiomyomata. 31 Because of the

extensive anastomotic network be-

tween uterine and ovarian arteries
28,32

and potential for parasitization ofother

pelvic blood supply, some patients may

fail simply because alternate sources

provide blood to the myoma. Follow-

up arteriography in a UAE clinical fail-

ure demonstrated an enlarged ovarian

artery supplying the myoma. 32

Comorbid conditions are present

in up to 85%21 of patients with lei-

omyomata, make it difficult to deter-

mine with certainty the true etiology

of a patient’s symptoms. Although

UAE may effectively treat the leiomyo-

mata, the comorbid condition may re-

sult in clinical failure. 33 This fact

reinforces the importance of a thor-

ough history, gynecological examina-

tion, imaging work-up, and

appropriate lab tests prior to deciding

upon appropriate treatment.

Submucosal or pedunculated fi-

broids warrant special consideration.

Submucosal or pedunculated intracavi-

tary fibroids have a higher incidence

of expulsion (3-7% 18 '23
). These may

pass spontaneously, but may become

a nidus for infection and require sur-

gical removal. Although such patients

may be treated succesfully with UAE,

consideration should be given to hyst-

eroscopic removal when treating a

single dominant submucosal/intracavi-

tary fibroid.
21 Pedunculated exophytic

fibroids may undergo necrosis of their

stalk following UAE and become free

within the pelvis or peritoneal cavity.

These may potentially serve as a nidus

for infection or compress bowel as they

degenerate. Consideration of

laparoscopic removal ofsuch leiomyo-

mata is prudent.

Conclusions
UAE has evolved as a highly

promising non-surgical alternative for

the treatment of symptomatic uterine

leiomyomata. The procedure offers the

advantages ofconscious sedation rather

than general anesthesia and a single

over-night hospital stay in most cases.

Other advantages include the ability to

treat multiple fibroids and the ability

to preserve the uterus. Patients can

expect to experience mild-moderate

pain with some nausea. These symp-

toms are usually controlled with oral

medications and rapidly subside over

3-7 days. Serious complications occur

in less than 2%. Approximately 85%
of patients report significant improve-

ment or resolution of symptoms. As

with any new treatment, long-term

follow-up will be needed to document

the durability of these results. Because

the net impact of UAE on ovarian

function, fertility, and child-bearing is

unknown, patients should be advised

of the potential negative effects. The

procedure is ideally suited to patients

not desiring future pregnancy who
wish to avoid or have a contraindica-

tion to surgery. Success has also been

reported in patients that have failed

other uterine-preserving surgery. Con-

sideration may be given to patients

with comorbid conditions that fail con-

servative therapy. Myomectomy may

be a better option for patients with a

single submucosal or an exophytic pe-

dunculated fibroid. This procedure is

available at Rhode Island Hospital,

Women & Infants’ Hospital, and the

Miriam Hospital. Investigation con-

tinues in Rhode Island as well as

around the globe.
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Medical Error in the Physician Office:

An Insurer’s Perspective

The 1 999 Institute ofMedicine study,

indicating that between 44,000 and

98,000 patients die in American hospi-

tals each year as the result of medical er-

ror,
1 put medical errors onto the radar

screens of patients, health care provid-

ers, and insurers.

Medical errors happen because fal-

lible human beings work in flawed sys-

tems. Some ofthe estimated one million

patient injuries that are estimated to oc-

cur from medical error each year in the

nation’s hospitals
2
are the result of indi-

vidual carelessness, oversight, or accident;

more result from systems problems that

involve several individuals and multiple

departments.

Fully two thirds of the errors result-

ing in injury are thought to be prevent-

able.
2
In an attempt to systematize efforts

aimed at the prevention ofmedical error

in the inpatient setting, federal, state, and

institutional efforts have been proposed

to examine the occurrence ofsuch errors,

determine their source, and propose cor-

rective action.

Litde such effort has been expended

to stem the tide of errors occurring in

physicians’offices. This article offers a

view into some ofthose errors. It is not a

comprehensive study because the data

base is restricted to claims and suits,

which represent only a small percentage

ofactual errors. However, ifone assumes

that allegations of negligence reflect at

least a portion ofsome of the most egre-

gious medical errors, it follows that a look

at some of the claims and suits filed

against physicians may give insight into

at least a portion of the problem.

By one estimate, fewer than 2% of

the 1% of the hospital patients injured

as the result of medical error initiate a

claim.
3 Patients sue for many reasons,

among them dissatisfaction with a phy-

sician they feel is not caring and com-

passionate,
3 displeasure with a physician

they perceive as disinterested or rushed,

a breakdown in communication between

Linda Greenwald, RN, MS

physician and patient,
4 or anger at

what the patient perceives as a betrayal

of trust in the event ofan adverse out-

come or what he/she believes to be

cover-up after an adverse outcome.4
If

emotion often precipitates the decision

to file a claim, quality of care is almost

always the focus of the allegation.

ProMutual Group, a Massachusetts-

based medical malpractice insurer, con-

ducts ongoing research into its closed and

open claims. The goal is to identify pat-

terns ofmedical error so that physicians,

once apprised of the risk areas particular

to their specialty or their office practice,

can take corrective actions.

A recently completed study revealed

that ofthe 3400 claims closed in the five-

year period ending December 31,1 998,

1085, or almost one third, were filed as

the result of perceived negligence in the

office. Of the total, 2400 closed without

payment, indicating they were either (a)

found to be groundless, (b) dropped by

the plaintiff
7

, or (c) decided by a jury in

favor of the defense. The remaining

1,000, including 30% of the office

claims, closed with indemnity payments

totaling $1 10 million.

Allegations in the office claims, in

descending order of frequency, were as

follows:

• Failure to diagnose conditions other

than cancer, including myocardial

infarction, fracture, appendicitis,

pulmonary embolism, tuberculosis,

cauda equina syndrome, brain tu-

mor, and detached retina

• Failure to diagnose cancer

• Negligent treatment

• Negligence in the performance of a

procedure, including biopsy, vasec-

tomy, removal of a skin lesion, re-

moval ofcerumen, and laser therapy

• Negligence in the prescribing or ad-

ministration of medication.

In descending order by indemnity

payment, the order is as follows:

Abbreviations Used:

CBE clinical breast examination

PCP primary care providerz

• Failure to diagnose cancer

• Failure to diagnose conditions other

than cancer

• Negligence in the prescribing or ad-

ministration of medication

• Negligent treatment

• Negligent prenatal care.

Medication Errors

Following reports about the Insti-

tute of Medicine study, a great deal of

attention was placed on the number of

medication errors occurring in hospitals.

Although the ProMutual Group data

indicate that medication errors are a

problem for their insured physicians in

the office practice, the percentages show

that the problem is not ofthe same mag-

nitude as current reporting would indi-

cate it is in the inpatient setting. Of 1085

office claims, 121 alleged negligence in

the prescribing or administering ofmedi-

cation; 44 of these claims closed with

indemnity payments totaling $11.2 mil-

lion.

Medication errors are not uncom-

mon, no matter the setting. Almost ev-

ery physician and nurse is likely to make

some kind of medication error at some

time. Some are attributable to haste,

some to carelessness, some to oversight.

Some are the responsibility of a single

individual, some point up systems prob-

lems. Consider the following:

An elderly man and his wife

who had already had flu shots

went to their physicians office

requesting the pneumovax vac-

cine. The task was assigned to a

medical assistant. When the

Medicare explanation of benefits

arrived some time later, it indi-

cated that the flu vaccine, not

Medicine and Health / Rhode Island



pneumovax, had been given. De-

termining what actually had been

administered proved impossible,

for although one medical assistant

had given the injection, another

had drawn up the vaccine from

an unlogged batch. Neither had

documented anything.

It is possible that the error in this

case concerned the checking off of the

wrong box on the Medicare form. In

the absence ofany office systems or docu-

mentation, however, it is impossible to

know.

Most medication errors do not cause

lasting injury or death. A few, however,

do. One recently in the news concerned

a prescription for Isordil that the phar-

macist read as Plendil. A lawsuit filed af-

ter the patient died resulted in a judgment

of $225,000 each against the physician

and the pharmacist. Cases such as this

point up the need to adhere to good sys-

tems whenever and wherever medication

is prescribed or administered. 5

The focus of concern in the office,

however, needs to be different from that

in the hospital. ProMutual Groups data

indicate that for at least one group of

physicians, 75% of closed medication

claims were attributable to:

• Negligent monitoring, with particu-

lar problems arising for patients on

long-term steroids and neuroleptics,

and for those prescribed medications

such as Coumadin and Digoxin

which require the regular measuring

of serum levels

• Lack of informed consent, an issue

in long-term steroid usage,

neuroleptics, and medications whose

side effects would suggest a need for

restricting activities such as driving

and drinking alcohol

• Incorrect prescribing

• Incorrect dosage

• Contraindication because of allergy.

Some ofthe medication errors made

in the office practice are attributable to

the physician alone. Examples from

ProMutual Group’s closed files include

the prescribing ofTimoptic for a patient

with asthma and failing to order

Coumadin in the presence of a cortical

infarct. Most, however, underscore an

office practice’s failure to develop, imple-

Inadequatefollow-up

was a problem in 64

%

ofthe cancer cases, with

reliance on a negative

mammogram when the

patientpresented with a

palpable mass the most

frequent issue.

ment, or adhere to systems such as the

following:

• the use of a continuously updated

flow sheet to record the patient’s

medications, including over-the-

counter drugs and herbal prepara-

tions

• notation of the patient’s allergy sta-

tus, including “no known allergies”

when appropriate, on a part of the

chart readily visible to anyone writ-

ing or calling in a prescription or ad-

ministering medication in the office

• taking care to write prescriptions ac-

curately and legibly, avoiding the use

of nonstandard abbreviations, the

letter “u” instead of “units,” and,

where possible, decimals

• adherence to a system for scheduling

blood tests for patients on medica-

tions requiring periodic serum levels

• development of a system for track-

ing laboratory test results

• the establishment of and adherence

to office policies addressing prescrip-

tion refills (for example, who can re-

fill and how many refills can be

requested before being seen), the dis-

pensing of sample medications, and

the need for informed consent be-

fore ordering such medications as

chemotherapeutic agents and psy-

chotropic drugs

• the education of patients either

through verbal interchange or

printed instruction sheets about side

effects oftheir medication(s) and nec-

essary restrictions on activities ofdaily

living

• documentation ofconversations with

the patient about his/her medication.

Systems are not fail-safe. Unless and

sometimes even if they are grounded in

technology or dependent upon robotics,

their success depends upon the same fal-

lible humans who make medical errors.

Systems, however, give a context within

which it becomes more difficult to make

an error.

Failure to Diagnose

If medication errors are, rightfully,

a focus of the preventive steps now be-

ing formulated for hospitals in response

to the Institute of Medicine study, it is

the host of problems leading to allega-

tions of “failure to diagnose” that require

equal attention on the office practice side.

More than half, or 580, ofthe 1085

office claims, alleged “failure to diag-

nose.” Allegations of “failure to diagnose

cancer” accounted for 260, or almost

45% of those claims. The five next most

frequent allegations, that is, failure to

diagnose a fracture, myocardial infarc-

tion, appendicitis, pneumonia, and men-

ingitis together represented less than 1 5%
of all failure to diagnose claims.

Failure to diagnose breast cancer

accounted for 37% of the cancer claims,

with colorectal and lung following at

12% each. The reasons for the dispro-

portionate number of breast cancer

claims are several. They include patients’

fear of developing and dying from the

disease, their misperception that screen-

ing mammograms are 100% accurate,

and their unrealistic belief that early de-

tection always equals cure.
6 They also

include the fact that physicians do make

errors in diagnosing breast cancer, with

13 months the average delay in diagno-

sis in suits alleging a delay in diagnosing

breast cancer.
7

Patients at highest risk

for a failure to diagnose breast cancer are

pregnant women and those included in

Kern’s Triad of Error, that is, young

women with a self-detected breast mass

and a negative mammogram. 7 Accord-

ing to Morris and Pommier, only one

third ofpatients with masses documented

during pregnancy received definitive

treatment within six months of finding

the mass.
7 These cases are among the

most costly to close. Over a 1 0-year pe-

riod, ProMutual Group’s average indem-

nity payment in breast cancer cases

involving pregnant women was
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$725,000. The corresponding figure for

cases involving non-pregnant women was

$406,000.

Why do physicians delay in diag-

nosing cancer, and breast cancer in par-

ticular? An in-depth review of 1 16 cancer

claims revealed three primary factors:

• lack of follow-up

• false assumptions

• inadequate coordination of care

Lack of follow-up

Inadequate follow-up was a prob-

lem in 64% of the cancer cases, with re-

liance on a negative mammogram when

the patient presented with a palpable

mass the most frequent issue. In many

of these cases, the patient was reassured

that “everything is fine” and instructed

to return for another routine mammo-
gram in a year. In some cases, that proved

a lethal delay. With the false negative rate

in mammography estimated to be up to

or possibly over 20%, 7 good clinical risk

management indicates that physicians

would be well advised not to rely on a

negative mammogram when the patient

presents with a palpable mass, but rather,

to move on to the next diagnostic step,

namely ultrasound, fine needle aspira-

tion, or biopsy. Morris and Pommier sug-

gest that only when physical exam,

ultrasound, and fine needle aspiration are

all negative can a palpable mass be safely

followed with a repeat exam in no more

than three months. 7

Some physicians named in cancer

claims made errors in clinical judgment

that resulted in their not following

through to a definitive diagnosis. In one

colon cancer case, there was no follow-

up with a patient in his 50s whose stool

tested positive for blood. A patient whose

PSA rose in three successive tests received

neither referral, nor treatment, nor fur-

ther work-up before being diagnosed

with prostate cancer. Likewise, a patient

whose x-ray revealed a mass at the gas-

troesophageal juncture received no fol-

low-up before being diagnosed with

carcinoma of the stomach.

Systems errors were more readily

visible when the follow-up problem dealt

with scheduling problems, including

missed or cancelled appointments. In

some cases, a patient who had been di-

rected to return for a repeat mammogram

in three to six months delayed schedul-

ing the second film for one year or, if the

office practice had no system for recall-

ing or reminding patients, for up to three

years. These delays occasionally proved

lethal. Some would argue that the delay

in diagnosis in these cases was the respon-

sibility of the patient. That is true, but

only in part. Only in cases where the

physician could demonstrate that he/she

had made every reasonable attempt to

follow up with an inattentive or non-

compliant patient did the burden of re-

sponsibility for inadequate follow-up

shift from physician to patient.

System errors were completely to

blame in the breast, cervical, and lung

cancer cases in which the loss or misfil-

ing of abnormal laboratory or x-ray re-

sults led to a lack offollow-up and a delay

in diagnosis. Tracking systems that in-

clude the patients name, kind of test

scheduled, date the test result is received,

date the patient is notified of the result,

and required follow-up can avoid this

kind of error.

Many physicians are reluctant to

exchange their own “individual routines,

what they have found to be the most ef-

ficient and natural way to run their of-

fice”
8

for more formal systems.

ProMutual Group’s files, however, are

resounding testimony to the fact that

routines are subject to breakdown under

time pressure, changes in personnel, or

accident and oversight. Systems are more

secure assurances that important data will

not be overlooked and timely diagnoses

will not be missed.

False Assumptions

In some of the cancer claims, the

problem was not an absence of systems

but a false assumption. In these cases,

inadequate investigations into initial

complaints and concomitant inadequa-

cies in timely follow-up resulted from the

physician’s hastily-made suppositions

about the etiology ofa symptom, his/her

failure to perform a thorough diagnostic

work-up, and his/her failure to include

cancer in the differential diagnosis. Some

of the false assumptions that were later

found to be cancer were the following:

• palpable breast masses assumed to be

fibrocystic disease (breast cancer)

• anemia assumed to be gastritis (meta-

static breast cancer)

• rectal bleeding assumed due to hem-

orrhoids (colorectal cancer)

• inguinal pain assumed due to hernia

(testicular cancer)

• weight loss assumed due to depres-

sion (lung cancer)

• night sweats assumed due to meno-

pause (lymphoma)

• sore throat assumed due to tobacco

use (cancer of the tongue)

Except in a life-threatening emer-

gency, a rush to judgment has no place

in medicine. If treatment of the patients

involved in the above cases had been

based on an objective diagnosis rather

than a subjective assumption, it is likely

that fewer errors would have been made,

fewer claims would have been filed, and

fewer patients would have suffered and

died.

Physicians interested in minimizing

their risk of a claim alleging “failure to

diagnose cancer”would be well-advised

to perform or order all diagnostic tests

that seem reasonable, to treat sparingly

until a definitive diagnosis is made, to

“think cancer” before ruling it out, to

remain open to the possibility of cancer

in a young person and to atypical pre-

sentations of cancer, and to refrain from

assuring a patient a mass or lesion is be-

nign until it is proven not to be malig-

nant.

Inadequate coordination of

care

Inadequate communication under-

lies many of ProMutual Groups claims,

regardless of medical specialty or allega-

tion. It is most often physician-patient

communication that proves inadequate.

In a number of the cancer claims, how-

ever, the problem was communication

between or among the physicians in-

volved in a patient’s care. In several cases,

the patient’s internist failed to perform a

clinical breast examination (CBE) be-

cause he/she believed the patient’s gyne-

cologist had done it. In fact, the patient

was seeing the gynecologist for another

problem and the CBE, initially deferred,

was never done. In some cases, there was

no agreement between primary care pro-

vider (PCP) and specialist about who was

responsible for the ongoing management

of a patient with cancer. The result was
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Only in cases where the

physician could

demonstrate that he!she

had made every reasonable

attempt tofollow up with

an inattentive or non-

compliantpatient did the

burden ofresponsibilityfor

inadequatefollow-up shift

from physician to patient.

that neither did anything. In some cases,

the PCP did not share with a specialist

sufficient information for the latter to

perform a complete assessment. In sev-

eral cases, physicians depended upon the

patient to relay information to other phy-

sicians rather than contacting them

themselves. And in a few cases, notably

those in which a routine preoperative

chest film indicated a potential lung can-

cer, a surgeon filed the report in the chart

without notifying the PCP, saying, in

essence, “It’s not my responsibility.” Pa-

tients usually think otherwise; so too do

attorneys and juries.

Disclosure

Physicians who assume responsibil-

ity both for the care they give and the er-

rors they make are those least likely to be

sued. According to one attorney, almost

half of all malpractice cases might have

been avoided if the physician had offered

disclosure or apology in the aftermath of

a medical error.
9 However, in medicines

current “blame culture”
10

in which errors

aren’t permitted, accidents are someone’s

fault and physicians are expected—and ex-

pect themselves-to be perfect,

acknowledgement ofone’s imperfections,

whether to one’s self, one’s patient(s), one’s

colleagues, or one’s friends and family, can

be extremely difficult. Difficult becomes

all but impossible when one adds to the

emotional burden of admitting error the

physician’s fear of professional reprisal if

he/she is reported to a local or state medi-

cal board and his/her fear offinancial loss

if a medical error becomes a malpractice

suit or media event.

No matter how difficult or how fear-

some the potential repercussions for the

physician, honesty with the patient and

his/her family is always the higher path.

It is the duty prescribed in the American

College of Physicians Ethics Manual. 11

It is also the expectation ofpatients, who

are likely to be far more understanding

ofhuman fallibility than of lies and cover-

up. Once a suit is in process, lies and

cover-up are almost always revealed in

the process of discovery or intuited by a

jury. In either case, the impact upon the

physician is invariably negative.

Supporting the physician

Until medical error is perceived as

an opportunity for growth and change

rather than an indictment of person or

practice, hospitals, medical societies and

malpractice insurers should determine

how best to support the physicians who

make errors, particularly those that re-

sult in claim and suit. Most ofthose who

commit a medical error are good practi-

tioners. Some are trying to do too much,

often meeting patients’ needs at the ex-

pense of their own. Some are trying to

balance the demands of their own sense

of professional ethics with the economic

mandates of a health care system in flux.

Some make assumptions. Some focus

too narrowly. A very few believe they can

do no wrong. Almost all, however, suffer

when they realize that their action or in-

action resulted in harm rather than heal-

ing. The shame, guilt, fear, anger, and

self-recrimination many experience as the

result of committing a serious medical

error can lead to depression, self-abuse

with drugs or addiction, or even suicide.

Making professional support avail-

able to these physicians is a mandate

rather than a choice if one is sincere in

the desire both to help rather than con-

demn medical professionals who make

serious errors and to decrease this group’s

likelihood of making another medical

error. In identifying behaviors and traits

that predisposed one physician or set of

physicians to involvement in an adverse

outcome, support groups can also en-

courage other physicians to take preven-

tive rather than restorative action with

respect to medical errors.

Conclusion
Medical error exists wherever medi-

cine is practiced. It exists because fallible

human beings work in imperfect systems.

The rate ofmedical error, however, can be

reduced to realistic, ifnot acceptable levels.

Linda M. Greenivald, RN, MS, is

Editor, Risk Management Publications,

ProMutual Group.
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Getting Ready for Skiing

Michael Belanger, MD, and William. Grana, MD, MPH

As the evening weather report calls

for snowstorms across Vermont,

New Hampshire and Maine, an esti-

mated 15 million Americans start to

think about skiing. Skiing is an exciting

and strenuous winter sport. Few experi-

ences provide the sense of freedom and

accomplishment that downhill skiing

does.

Part of the thrill of skiing is the in-

herent risk. Certain simple measures,

though, can make skiing safer. Skiers

must be prepared to deal with a number

ofadverse environmental and behavioral

conditions: e.g., sudden change in alti-

tude, increasing activity, excess alcohol

and caffeine, and inadequate hydration.

Moderation and allowing sufficient time

can ease acclimatization to these changes.

While on the mountain, skiiers are

often exposed to wind, sun and tempera-

ture extremes. Layered clothing, with a

wicking layer (like polypropylene) clos-

est to the skin and a wind-resistant outer

layer, provides protection that is adjust-

able to rapid weather changes. Sun block

combined with UV protective sunglasses

or goggles are important skin and eye

protection.

Skiiers should know the common
ski injuries. The upper extremity is of-

ten injured in falls. Thumb injuries in

general and ulnar collateral ligament in-

juries at the base of the thumb (metacar-

pal-phalangeal joint) are very common.

Injury to these joints accounts for 8-10%

of all ski injuries. This injury occurs

when the hand is placed on the snow

surface with the thumb pulled outward

and back on top of the ski pole grip.

Older ‘pistol grip’ poles and certain strap

techniques prevent pole release from the

hand during a fall. By releasing the

thumb from the pole, many such inju-

ries are prevented. Some ulnar collateral

ligament injuries will require surgical

treatment. While still on a ski vacation

these injuries are immobilized in a splint

or a cast, which allows continued activ-

ity prior to future treatment.

Shoulder trauma accounts for 4-

11% of skiing injuries. The usual

mechanism of injury is falling on the

shoulder. Rotator cuff tendon tear,

shoulder dislocation and acromioclav-

icular separation as well as clavicle frac-

ture are common. After initial evaluation

and treatment, most of these injuries will

require treatment with a sling and fol-

low-up with an orthopedist once back

home. Depending upon severity, some

will require surgical reconstrucdon.

Racket sports like tennis

and squash emphasize

coordination skills

similar to skiing.

Advances in equipment have helped

to decrease the overall lower extremity

injury rate by about 50% since the 1 970s.

While modern boots provide excellent

protection for the foot and ankle, mod-

ern bindings have made tibial shaft frac-

tures less common. In order to maximize

the effectiveness of these advances, the

boots must be in good repair without

damage to the boot-binding interface.

Bindings must be adjusted for the ski-

ers’ height, weight and skiing level. A
certified binding technician should per-

form release-testing to confirm that the

bindings are actually releasing at the

proper loads. Each day, prior to skiing,

skiiers should “self-test” their bindings by

stepping into the binding and then re-

leasing it - first by twisting out of the toe

piece and then leaning forward to release

the heel. This safety check assures that

the adjustments are roughly appropriate,

and also cycles the springs inside the

binding mechanism, which has been

shown to encourage predictable release

loads.

One unfortunate side effect of the

additional protection afforded to the foot,

ankle and leg has been an increase in the

number of knee injuries. The forces in

the past which may have led to a sprained

Abbreviations Used:

ACL anterior cruciate ligament

UV ultraviolet

ankle or even a tibia fracture are now

more likely to create a knee ligament

sprain. Knee injuries are predominantly

soft tissue and comprise approximately

one third of all ski injuries. Approxi-

mately one third ofsignificant skiing knee

injuries are to the anterior cruciate liga-

ment (ACL). Surgical reconstruction is

often required to obtain adequate knee

stability to return to skiing. Strength and

endurance in the thigh muscles may be

protective ofthe ACL. Specifically, ham-

strings strength that is equally propor-

tioned to quadriceps strength is

theoretically protective of the anterior

cruciate ligament.

In the past few years there have been

a number ofwidely publicized ski-related

head injuries. Overall head and spine

injuries account for less than 10% of all

ski injuries. However, the results can be

devastating. The usual mechanism in-

volves high-speed collisions and falls.

Helmets, previously worn only by com-

petitive racers, have become popular

among recreational skiers. Not only pro-

tective against trauma, modern helmets

are also warm and comfortable.

Conditioning programs for skiing

should have a few components. Cardio-

vascular fitness from aerobic exercise is a

good starting point. Bicycle exercise is

low impact, but builds quadriceps

strength and endurance. Hamstring curls

or other hamstrings resistive exercise

should be added to balance the muscu-

lature across the knee (and protect the

ACL). Leg press machines or squats

build strength and power in the lower

extremities as well. Most gyms have

machines to strengthen the hip abduc-

tors and adductors. These muscle groups

can also be strengthened with theraband

or pulley resistance programs. Strong but

flexible abdominal and back musculature

ties the dynamically active lower extremi-
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ties to the quieter rhythmic motions of

the torso and upper extremities. Sit ups,

crunches, leg ups and back extensions

work together to provide this strength.

The arms function primarily in bal-

ance and timing of turns. The pole plant

initiates a turn. After this initiation, the

trailing arm with the pole provides prop-

rioceptive feedback during the turn.

Depending on the snow surface, repeti-

tive pole plants can tax the shoulder, el-

bow and wrist. Lower weight, high

repetition exercise combined with

stretching and flexibility prepares the

upper extremity for skiing motions.

The final components of ski condi-

tioning are balance agility and coordina-

tion. Racket sports like tennis and squash

emphasize coordination skills similar to

skiing. Soccer is uniquely appropriate

in that it focuses on very similar eye foot

and leg coordination skills as well as pro-

vides excellent cardiovascular condition-

ing. Step aerobics that include lateral

motion mimic many of the motions of

skiing. Balance board or rehab ball ac-

tivities can take balance and coordina-

tion to the next level of difficulty.

Preparation makes the skiing expe-

rience not only safer, but also more fun.

The first preparation to make is physical

conditioning. Fitness for skiing consists

of cardiovascular fitness, flexibility,

strength and agility. Many “dry land"

activities can help to prepare for the ski

season. Time spent at home to ensure

that your body and ski equipment are in

good repair and appropriately adjusted

makes your ski trip safer, less chaotic and

more enjoyable.
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PPS and the Physician’s Role: Home Care

Cynthia Votto, RN, MS

The Rhode Island Home Care Partners Association and

the Roger Williams Home Care Agency have collabo-

rated to reach out to the physician community with infor-

mation regarding the transformation of the Medicare

reimbursement system that will affect Medicare home-

health certified agencies across the nation.

The Balanced Budget Act of 1997 was designed to con-

vert home health payment methodology to a Prospective

Payment System that would end cost-based reimbursement

and create incentives to become more efficient in the deliv-

ery of care for Medicare home health patients.

The Prospective Payment System will be implemented

on October 1, 2000.

The PPS will incorporate a national 60-day episode

payment, adjusted for patient condition and area wage costs,

for all services provided to an eligible beneficiary under a

medical home health Plan of Care. Under PPS, an agency

is paid for a 60-day period of care, without regard to the

amount of services or supplies it provides in a sixty-day

period. Similar to the DRG payments, the agency’s incen-

tive will be to provide care more efficiently and decrease

utilization. The October 1st PPS law will affect the home

care billing and payment practices.

Payment for services will remain specific to the indi-

vidual beneficiary (who is home bound and under a

physician’s Plan of Care) and to the site of the services de-

livered.

The fundamental physician responsibility in the PPS

payment system is to determine the patient’s health care

needs and advo-

cate for the ser-

vices required

meeting those

needs. The
physician’s docu-

mentation of a

patient’s specific

health condition is

the key role in meeting those needs.

Physicians have three specific responsibilities:

• Certify that the patient is confined to home and is in

need of skilled care.

• Develop, certify, and recertify the Plan of Care with the

key aspects of the patient’s condition.

• The physician’s primary diagnosis will dictate the pay-

ment for the 60-day episode (HHRG)

Any changes to the Plan of Care must be signed and

dated by the beneficiary’s physician within the 60-day epi-

sode. Telephone orders must be reviewed, signed and re-

turned as soon as possible.

The Oasis tool, developed by HCFA, is a vital part to

home health reimbursement. It is designed to be utilized by

the nursing staff to complete an accurate assessment of the

patient’s physical, mental, and social conditions. The Oasis

tool’s 20 elements will serve as indicators of the patient’s

acuity level and provide HCFA with reimbursement figures.

Each initial home health

agency claim must be based on

a current Oasis case-mix.

The physician has always

played and will continue to play

a critical role in helping to as-

sure that medical home health

patients receive appropriate care.

Cynthia Votto, RN, MS, is

Nurse Liaison, Roger Williams

Home Care.
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Cynthia Votto, RN, MS
Roger Williams Home Care
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Providence, RI 02908-4735

phone: (401) 456-6767

fax: (401) 456-2386
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HCFA Health Care Financing

Administration

HHRG Home Health Resource

Group

PPS Prospective Payment

System
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Medical Myths
Ignorance is preferable to error; and he is less removedfrom the truth who believes nothing than he

who believes what is wrong - ThomasJefferson, Notes on the State of Virginia

The Myth of Routine

Laboratory Testing

Joseph L. Dowling, Jr., MD

[Presented in part at the 678th Meeting of the New
England Ophthalmological Society, March 10, 2000]

Routine laboratory testing has long been and contin-

ues to be a strict requirement before elective surgery.
1 A

complete blood count(CBC), electrocardiogram, chest x-

ray, serum electrolytes, blood urea nitrogen(BUN), creati-

nine, and serum glucose are among the most frequently

required tests but there is currently little agreement as to

which tests are necessary, at what age, and how recently.
2

The theoretical purpose of routine presurgical testing is to

detect disease present in an asymptomatic patient that, left

undetected, might affect the outcome of the procedure. A
reasonable question then is how effective is routine testing

in achieving this goal? Curiously, despite the many years

that routine testing has been required, and despite the mil-

lions of tests that have been performed, the medical litera-

ture seems to contain no documentation to confirm any

benefit from such testing. There are, however, numerous

studies which show routine testing to be of little or no value.

For recent examples, Turnbull and Buck3 reported on 2,570

otherwise healthy patients undergoing

elective cholecystectomy. They reviewed

the 5,000 screening tests performed on

these patients and concluded they had

contributed nothing to the information

obtained from the history and physical

examination. Kaplan et al
4 reviewed

60,000 preoperative laboratory tests.

Even with very broad indications, 41%
of these tests were deemed to be not

clinically indicated. They found only

one significant unanticipated abnormality, an abnormality

which had no effect on the outcome of the subsequent sur-

gical procedure.

Cataract surgery is the most frequently performed sur-

gical procedure on older Americans. Since cataract patients

tend to be elderly, and to have significant coexisting medical

conditions, if any group were to benefit from routine test-

ing, it would likely be these patients. Recently Schein et al
5

reported the results of a prospective, computer randomized,

double-masked study of 19,557 cataract operations per-

formed in 9 separate centers. Nine thousand, six hundred

and twenty four operations were preceded by laboratory test-

ing consisting of an EKG, CBC, serum electrolytes, BUN,

Abbreviations Used:

ASA American Society of Anesthesiologists

BUN blood urea nitrogen

CBC complete blood count

EKG electrocardiogram

Table 1. Pre-operative Laboratory Testing

Before Cataract Surgery

119,557 Consecutive Cataract Patients Randomized

99,624 - Surgery Preceded By Routine Testing EEkg,

Cbc, Electrolytes, Bun, Creatinine, Glucose

99,626 - Surgery Preceded By No Testing

Result: No Difference In Complications Or Safety

Between The Two Groups

creatinine, and glucose. A comparable group of9,626 opera-

tions were preceded by no laboratory testing. All patients

were carefully followed through surgery and the postopera-

tive period until convalescence was com-

plete. (Table 1)

Analysis stratified according to age,

sex, race, ASA risk class, and coexisting

illness revealed no difference in the inci-

dence of complications or in the out-

comes of the two groups. The conclusion

was clear: routine medical testing does

not contribute to the safety or outcome

of cataract surgery.

Aside from lack of effectiveness, rou-

tine testing has other problems, particularly reliability and

interpretation. The normal range of tests which are reported

in continu-

ous numbers

is determined

by the mean

value in a

supposed
normal
population,

plus and mi-

nus two stan-

d a r d
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Ifthe concept of

evidence-based medicine

has any validity, routine

laboratory testing should

bepromptly eliminated.

Table 2. Linkage between number
of tests and abnormal results

Tests Ordered - Likelihood of at least

one Abnormal Result

1 5%
2 10%
6 26%
1 2 46%
20 64%
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deviations. Mathematically, therefore, 5% of all test re-

sults will be false (this does not consider the possibility of

laboratory error). Since each test stands on its own when

multiple tests are obtained, the likelihood that a normal

person will be reported as normal diminishes rapidly. (Table

2) The biological phenomenon of regression to the mean

and disease prevalence also impact the reliability and inter-

pretation of laboratory tests. For example, a patient with a

positive test for a disease with a prevalence of 1% has only

a 16% probability of the disease actually being present.

Binary tests also have a high incidence of false posi-

tives, but they are less easily quantified. Durbridge et al

reviewed 632 routine electrocardiograms ofwhich 101 were

initially reported as abnormal. Only 4 of these abnormali-

ties were considered significant, 2 were obvious from the

medical assessment, and no cardiac complications were en-

countered during surgery in any of these patients. False

positive test results engender additional tests, additional

costs, additional referrals and often unnecessary patient

anxiety.

The EKG is the most widely required and most con-

tentious of all preoperative tests. Its purpose is purport-

edly to detect unrecognized ischemic heart disease,

unrecognized arrhythmias, silent infarctions, and to serve

as a baseline for future cardiac evaluation. A review of the

available literature and clinical experience indicate that rou-

tine EKGs are neither effective in identifying these abnor-

malities nor in serving as baseline data.
8 0

Routine laboratory testing has been cited as protec-

tion against medicolegal liability. In actuality, studies show

that abnormal test results, often equivocal, frequently sit

in patients’ records without follow up, increasing rather

than decreasing legal vulnerability.
10

Finally, there is the

matter of cost, an issue which physicians can no longer

ignore. The total annual expenditure of the health care

system for preoperative laboratory testing is estimated to

be approximately 30 billion dollars.
5

It is further estimated

that at least half of this could be saved by judicious order-

ing of tests, and an equal amount could be saved by elimi-

nation of routine testing for pre-hospital admission, and

for selected groups of patients.

The purpose of this paper is to demonstrate the myth

that routine laboratory testing is useful in evaluating the

preoperative patient. It is not meant to, and does not infer

that patients do not need evaluation before surgery. On
the contrary, numerous unrefuted studies3,10 show that pre-

operative evaluation tor elective surgery is essential and best

accomplished by a general medical assessment. Laboratory

tests as a part ot that assessment are only indicated if the

patient has a new or worsening medical problem which

warrants investigation on its own merits.

Much of past medical practice has been based on tradi-

tion, intuition and anecdotal experience. Currently the

emergence of evidence-based medicine is leading to more

effective and more rational medical practice. If the concept

of evidence-based medicine has any validity, routine labora-

tory testing should be promptly eliminated.
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Images inMedicine

r^ Small Bowel Intussusception

Due to a Lipoma
Jamie S. Stallman, MD, and William W Mayo-Smith, MD

Abbreviations Used:

CT computed tomography

Figure 1 : Axial CT scan with oral and intravenous contract enhancement reveals the Target sign of

intussusception (arrow). A loop of proximal jejunum is seen to be markedly dilated with another

tubular enhancing soft tissue density structure within it (curved arrow). Low density mesenteric fat

is seen between the two loops (arrow head).

Figure 2: A lower axial image reveals the lead point of the intussusception to be an intralumenal

low density mass (arrow).

I
ntussusception is a herniation of a bowel segment into

the lumen of adjacent bowel. Common sites of intussus-

ception are ileo-colonic, colo-colonic, and entero-enteric.

The most common clinical presentation is non-specific ab-

dominal pain. The most common age group in which in-

tussusception occurs is the pediatric population, where

inflammation in the terminal ileum

serves as a lead point. In adults, the

most common etiology is a mass

which can be benign or malignant.

Other causes include focal

inflamation and celiac sprue.

Intussusception is a difficult di-

agnosis to make on clinical grounds

because the patients typically com-

plain of abdominal pain that is in-

termittent and variable in location.

In children, where ileo-colonic in-

tussusception is by far the most

common type, barium enema and

ultrasound are appropriate imaging

modalities. In adults with abdomi-

nal pain, CT scan with oral and in-

travenous contrast material provides

the most information about a large

array of abdominal pathology. CT
findings of intussusception are spe-

cific. There is a tubular soft tissue

density inside another tubular

structure of the same attenuation

with a rim of low density fat be-

tween the two. This is the so-called

“Target sign” seen on CT. Second-

ary imaging features may include

proximal obnstrcution, local me-

senteric inflammatory change,

bowel wall edema, free fluid, and

perforation.

Intussusception can be seen in

asymptomatic patients. In patients

who do have abdominal com-

plaints, untreated intussusception

may lead to bowel obstruction, is-

chemia, and infarction. Therefore,
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prompt surgical evaluation is

important.
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Figure 3: Gross pathologic specimen of resected jejunum reveals a bisected polypoid lipoma (arrows).
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Mammographic Screening - A Review

% "a

Arnold H. Herman, MD

Mammography is the most sensitive test for the early

detection of breast cancer. The cancer found by

mammography provides a lead-time of 3 to 5 years over

the cancer discovered on clinical breast examination.

While this is common knowledge among the medical

and lay community, the reason given by women for not

obtaining a mammogram is that their physician did not

request the study. As a result, many women are not screened

regularly, resulting in the late diagnosis of breast cancer. It

is imperative that all health care providers continue the ef-

fort to increase the number ofwomen who obtain routine

screening.

Fortunately, Rhode Island law requires all health in-

surers to provide mammography coverage. Uninsured

women meeting certain financial guidelines can have free

mammography (and Pap smears) through the Rhode Is-

land Department of Health’s Women’s Cancer Screening

Program. For Medicare beneficiaries, HCFA’s screening

mammography policy waives the Part B deductible, carries

a 20% copayment and pays for screening mammograms
every year for beneficiaries aged 40 or older (and one

baseline mammogram for beneficiaries aged 33-29 years).

Recent innovations in breast imaging are exciting and

hold much promise for future evaluation of breast prob-

lems. None provide the sensitivity and specificity as does

modern film-screen mammography. Magnetic resonance

imaging of the breast is extremely sensitive in demonstrat-

ing breast abnormalities but is not very specific. Its lim-

ited availability and expense preclude it from being used

for general screening purposes. Digital mammography al-

lows manipulation of the images within the computer and

reduces the number of mammogram films needed for an

evaluation. Unfortunately it is very expensive and not yet

available in most areas.

Current recommendations for screening mammogra-

phy are for an annual mammogram beginning at age 40.

After much disagreement, all national groups agree with

the advantages for all women over age 40. There is no

longer any recommendation for screening to begin at age

35. Some confusion remains regarding the value of mam-
mography in women under 40 or over 75. If a woman has

a first-degree relative with premenopausal breast cancer, she

should obtain her baseline screening mammogram at an age

10 years younger than her relative developed breast cancer.

Mammography in the young woman is usually

unrevealing because of the dense parenchyma in the younger

woman. Women with a palpable mass under the age of 35

should have an ultrasound as the first procedure. Based on

the ultrasonographic characteristics, the radiologist may rec-

ommend a mammogram. The purpose of a mammogram
in the presence of a palpable mass is to evaluate the remain-

ing areas of the breast, not to evaluate the palpable mass.

The increasing number of geriatric patients has stimu-
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lated discussion regarding an upper limit for screening mam-
mography. The only controlled studies of the benefits of

mammography have been in women up to age 69. There

are no scientific studies of women over the age of 70 and

the few attempted are not conclusive because of the small

numbers evaluated. Breast cancer is usually more indolent

in the elderly. Its slow growth makes it unlikely to affect

the length of a woman’s life unless the cancer is detected 10

years before death. Each woman over age 70 must be indi-

vidually evaluated by her physician to determine if the mam-

mography provides enough benefit to warrant the study.

The presence of comorbid disease will influence this deci-

sion. Even some 90-year old women should have screen-

ing mammography.

The basic screening mammography examination con-

sists of two x-rays of each breast. Modern mammography

equipment uses less radiation for these x-rays than the

breasts receive during a chest x-ray. If any abnormality is

detected on the screening mammogram (performed with-

out a radiologist’s immediate review), additional x-rays are

obtained, converting the examination into a diagnostic

mammography.

Medicare allows a diagnostic mammography to be or-

dered for:

• A new breast mass

• Breast pain

• Breast swelling or induration

• Abnormal nipple retraction

• Nipple discharge

• Unexplained axillary lymphadenopathy

• Personal history of breast cancer

• Personal history of ovarian cancer

• Personal history of colon cancer

• Further evaluation of an abnormal mammography
• Metastatic carcinoma when a primary breast cancer is

suspected

• Surgically proven benign breast disease

324

HCFA instituted the Mammography Quality Assur-

ance Act in 1994 to standardize the quality of mammogra-

phy performed. One of the requirements is for each facility

to notify the patient by letter of the results of each study.

This has caused much relief for many patients but has con-

fused and stressed many others. These letters refer to the

classification of the mammograms by the radiologist when

the report is dictated.

This Bi-Rads system places each mammographic study

into one of six categories.

• Grade 0 is an incomplete study requiring further x-rays

or an ultrasound to clarify an abnormality seen.

• Grade 1 is normal and routine annual screening is rec-

ommended.
• Grade 2 is probably benign and routine annual screen-

ing is recommended.

• Grade 3 is indeterminate and follow-up x-rays/ultrasound

are suggested in less than one year, usually six months.

Many radiology offices will automatically schedule these

follow-up examinations.

• Grade 4 is suspicious and biopsy is recommended.

• Grade 3 is cancer until proven otherwise.

Most radiology offices will contact the ordering physi-

cian directly for all Class 4 or 5 readings.

The major advances in breast cancer management and

successful treatment are in large part because of the early

detection provided by the increase in screening mammog-
raphy. Physicians remain in the best position to educate

and encourage their patients to have mammography. It is

incumbent upon physicians and all health care providers to

ensure that all women eligible for screening mammography

will be offered the opportunity.
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Health Benefits Offered by
cS' Rhode Island Employers, 1999 /3c>

Jay S. Buechner, PhD

M ost working-age Americans and their dependents ob-

tain health care coverage through employer-spon-

sored group health insurance. However, coverage is less

than universal among employed persons; the majority of

uninsured Americans between ages 18 and 64 years are em-

ployed either full-time or part-time. Thus, any effort to

reduce the number of uninsured persons must include poli-

cies and incentives to bolster employer-sponsored health

benefits. Data on health benefit offerings from a recent

survey of Rhode Island employers are presented here.

Methods
Between September 1999 and January 2000, 1,486

Rhode Island employers provided information concerning

their practices and preferences regarding employee health

benefits. The survey was a self-administered mail-out/mail-

back questionnaire and requested information on benefits

as ofJune 30, 1999. The sample included firms with three

or more employees at Rhode Island locations and was struc-

tured to allow comparisons between public-sector and pri-

vate-sector employers and among employers grouped by

number of employees (3-9, 10-24, 25-49, 50-99, and 100

or more between 272 and 302 respondents per group). Firms

received up to three mailings to solicit their participation in

the survey; the final mailing was accompanied by a telephone

3-9 10-24 25-49 50-99 100+ Gov’t All

Private

Type of Employer/Number of Employees

Figure 1 . Employers Offering Group Health Coverage, by Type of

Employer and Number of Employees, Rhode Island, 1999.

Abbreviations Used:

CQI Continuous Quality Improvement

HEALTH Rhode Island Department of Health

JCAHO Joint Commission on the Accreditation

of Health Organizations

TQM Total Quality Management

contact attempt; 51% of sampled firms responded.

The survey included: (1) factual questions about what

benefits were offered and how many employees participated,

(2) questions about how employers decided to offer ben-

efits and what to offer, and (3) questions about employers’

responses to hypothetical market changes and policy initia-

tives. This analysis presents results concerning employer

patterns in offering health benefits to their employees.

Results

Overall, 79% of Rhode Island employers with three or

more employees offered group health coverage to their em-

ployees as ofJune 30, 1999. (Figure 1) Of these, nearly all

(97%) paid some or all of the premium. In the private sec-

tor, small employers were less likely (68%) to offer coverage

than large employers (97-98%). Government employers of

all sizes routinely offered coverage.

One

Health

Plan

62%

Three or More

Health Plans

17%

Two
Health

Plans

21%

Figure 2. Number of Health Plans Offered by Employers Who Provide

Group Health Coverage, Rhode Island, 1999.
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Figure 3. Types of Health Plans Offered by Employers Who Provide

Group Health Coverage, Rhode Island, 1999.

When compared with data for 1999 from a national

survey that included employers with between 3 and 199

employees, 1 Rhode Island employers in this range were more

likely (78%) to offer health benefits than nationally (60%).

This is a historical pattern; a 1993 study covering all states

placed Rhode Island third in the proportion of employers

offering health benefits, behind Hawaii, the only state where

most employers are required by law to provide benefits,

and the District of Columbia. 2

The majority of employers (62%) reported offering

their employees only one health plan. (Figure 2) By size,

the largest employers were most likely (69%) to offer more

than one plan; about one-third of the smallest employers

did so.

Employers were equally likely (32%) to offer a pre-

ferred provider organization (PPO) health plan as they were

to offer a health maintenance organization (HMO) health

plan. (Figure 3) Just over one-third offered a traditional

fee-for-service plan. (The percentages add to more than

100% because some employers offered more than one type

of health plan.)

Most employers (61%) reported paying the full cost

ofcoverage for employees who select individual (employee-

only) coverage. Most of the rest paid more than half the

premium. (Figure 4) Fewer employers (43%) paid the full

cost for family insurance.

Discussion

Although the 1999 survey shows that Rhode Island

employers are comparatively likely to offer health benefits

to their employees, there have been recent changes in the

state’s health care environment that may tend to erode em-

ployer offerings and employee participation. The closure of

Harvard Pilgrim Health Care ofNew England and the with-

drawal of Tufts Health Plan from the Rhode Island market

in late 1999 will decrease employers’ choice of insurers and

may lead to higher costs as competition among insurers is

reduced. Also, many employers, both nationwide and in

Rhode Island, reported receiving double-digit percentage

increases in their insurance premium quotes in 1999 for the

first time since the early 1990s. The data presented here

will serve as a baseline for monitoring the effect of these

pressures on the health care coverage of Rhode Islanders.

Acknowledgement
The 1999 Survey ol Rhode Island Employers on Health

Insurance Coverage was funded by the Rhode Island Foun-

dation from a grant through the Community Health in

Focus Project of the Robert Wood Johnson Foundation. The

support of the Rhode Island Foundation staff and advisory

committee members is greatly appreciated.

Jay S. Buechner, PhD, is Chief, Office ofHealth Statis-

tics, and Assistant Professor of Community Health, Brown

University School ofMedicine.

References

1. Kaiser Family Foundation, Health Research and Education

Trust. Employer Health Benefits: 1999 Annual Survey. 2000.

2. National Center for Health Statistics. Employer-SponsoredHealth

Insurance: State andNational Estimates. Hyattsville, MD. 1997.

: }.

: \kpf
,p-.

: !

:

I

.

Less than half
5% Entire

premium
43%

Half or more,
but not all

34%

Less than half
19%

Half or more,
but not all

38%

Entire
premium
61%

Individual Coverage Family Coverage

Figure 4. Employer’s Share of Insurance Premium for Individual and Family Coverage, Rhode Island, 1999.

326
Medicine and Health / Rhode Island



Health Briefing Rhode Island Department of Health

Patricia A. Nolan, MD, MPH, Director of Health

Edited byJohn P. Fulton, PhD

New Tobacco Clinical Practice Guidelines
Sharon L. Marable, MD, MPH

O n June 27, 2000 the United States Public Health Ser-

vice released the clinical practice guideline Treating

Tobacco Use and Dependence. To cite Surgeon-General

Satcher, “There has never been a better time for health pro-

fessionals to help their patients break free from the deadly

chronic disease known as tobacco addiction.” This public

health document is revolutionary because it broadens its

scope beyond cigarettes to include all tobacco products.

Moreover, it sets the stage for a new standard of care, where

the failure of a physician to address tobacco use with a pa-

tient is considered to be extremely inappropriate.

Treating Tobacco Use and Dependence is an update to

the 1996 Smoking Cessation Clinical Practice Guideline ,

which reviewed the tobacco dependence treatment litera-

ture published between 1975 and 1994. The rapid devel-

opment of new tobacco dependence therapies after

publication of the 1996 guideline was the catalyst for the

latest guideline, which reflects a critical review of the lit-

erature published from 1975 through 1999. Consequently,

6000 scientific articles, including 3000 from the original

guideline, were reviewed in order to identify a subset of

articles which served as the foundation for new guideline

data analyses and panel recommendations.

The Treating Tobacco Use and Dependence panel con-

sisted of eighteen researchers from the private and public

health sectors. Their work was supplemented by representa-

tives from agencies such as the Agency for Healthcare Re-

search and Quality, Centers for Disease Control and

Prevention, the National Cancer Institute, the National In-

stitute on Drug Abuse, the National Heart, Lung, and Blood

Institute, the Robert Wood Johnson Foundation, and the

University ofWisconsin Medical School’s Center for Tobacco

Research and Intervention. This multi-disciplinary group

identified tobacco dependence treatments and best practices

proven to be effective in the scientific literature. Subsequendy,

the panel designed recommendations to assist clinicians in

delivering effective treatments for tobacco use and depen-

dence based on the most recently published evidence-based

research. Every recommendation made by the panel was la-

beled with a rating that indicated the quality and quantity of

research data in support of the recommendation. For instance,

a recommendation was rated “A” if it was supported by

multiple well designed randomized clinical trials, buf’C” if

the panel reached concensus even though the results of perti-

nent randomized clinical trials were unavailable.

Treating Tobacco Use and Dependence is highly advanced

from its predecessor. The panel reframes tobacco dependence

as a treatable chronic disease, given that tobacco dependence

is a long-term health problem which requires repeated in-

tervention. The panel believes that if physicians were to

view tobacco use as a chronic condition, like hypertension

or diabetes, they might be more prone to provide the pa-

tient with persistent support, advice, and multiple treatment

modalities to achieve abstinence. Additionally, the new

guideline presents even more clinical evidence regarding the

association between the intensity of tobacco cessation coun-

seling and successful treatment outcomes. These counsel-

ing strategies (individual,

group, and telephone con-

tact are reviewed), have been

proven to be consistently ef-

fective and the effectiveness

increases over the course of

treatment. Furthermore,

the panel concludes that a

physician’s provision ofcop-

ing skills, encouragement,

and information on com-

munity-based tobacco cessa-

tion resources yields a

statistically significant in-

crease in quit rates.

MEDICAL & RENAL ASSOCIATES, INC.

250 Centerville Road, Building E

Warwick, RI 02886

For Rent
Medical office space, consisting of:

2 offices

2 exam rooms

common waiting room, kitchen and conference room

clinical and secretarial staff services are negotiable

call Doreen at 401-712-8218

FOR SALE

RIH AND W&! CAMPUS
BAYSIDE MEDICAL

BUILDING, SUITE 301,

2889 SQ. FT.

AVAILABLE
DECEMBER 2000

CONTACT:
DR. JIM PASCALIDES
235 PLAIN STREET,

PROVIDENCE
401-861-8830

m
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Since there are now many efficacious pharmacologic

therapies for nicotine addiction, the updated guideline of-

fers a broader range of treatment options. Bupropion SR,

nicotine gum, nicotine inhaler, nicotine spray, and patch

were noted as first-line medications for smoking cessation,

whereas clonidine and nortriptyline were categorized as sec-

ond-line medications. The panel emphasizes that tobacco

addiction requires medical treatment and concludes that

all smokers making a quit attempt should receive medical

treatment, except in the presence of contraindications. Ac-

cording to the report, if physicians incorporate pharmaco-

therapy into their management plan, they can double or

even triple their patients’ abstinence rates.

Finally, the updated guideline includes strong research

evidence that the medical treatments and counseling tech-

niques outlined are very cost-effective compared to other

commonly utilized medical procedures. Therefore, the panel

concluded that tobacco cessation treatments should not be

denied to patients when less cost-effective medical proce-

dures are routinely delivered in the health care system.

Compared to its predecessor, Treating Tobacco Use and

Dependence has expanded information on confronting to-

bacco dependence in special populations. For instance, the

tobacco and pregnancy section is more robust, with ex-

amples of effective strategies to assist pregnant women in

smoking cessation. The new guideline has stronger clinical

evidence to support tobacco cessation interventions across

different ethnic and racial minority groups. However, the

panel notes that interventions should be tailored to be cul-

turally appropriate for the specific ethnic/ racial populations

served. There are also new recommendations for physicians

to advise parents to shield their children from environmental

tobacco smoke, and to engage older smokers in smoking

cessation treatment. Smokeless tobacco products are not

spared from the panel’s analysis. The panel recommends

that smokeless/spit tobacco users should be strongly urged

to quit, and should be treated with the same tobacco cessa-

tion counseling interventions recommended for smokers.

Moreover, since there is clinical research evidence that dental

health professionals can increase smokeless and spit tobacco

quit rates, a recommendation was included for dental health

clinicians to provide brief clinical interventions to all chew-

ing tobacco and snuff users. However, at this time, there is

insufficient clinical research to formally support the use of

pharmacologic agents in tobacco cessation for users of non-

cigarette tobacco products.

The first tobacco use cessation guideline broke ground

by making a recommendation that all clinicians inquire

about tobacco use at every clinical encounter. The new

guideline reinforces its predecessor by outlining several brief,

effective interventions which can be used in the context of

a busy medical practice. It is important for the physician to

ask the patient if she or he uses tobacco, advise her or him

to quit, assess the patient’s willingness to make a quit at-

tempt, assist the patient in the quit attempt, and arrange

follow-up contacts to prevent relapse. These interventions

are designed to take less than three minutes of valuable clini-

cal time. Moreover, the patient willing to quit should re-

ceive counseling and medications to help him or her do it.

On the other hand, a patient who is not ready to abstain

from tobacco use should be presented with information to

motivate him or her to contemplate freedom from tobacco.

This may include a brief message about the impact of to-

bacco on the person’s underlying disease or children and

the benefits of quitting. These points should be consistently

repeated every time a physician encounters an unmotivated

patient in the office.

Finally, the panel believes that in order for all of this to

be successful, it is crucial to have systemic integration of

tobacco cessation policies, clinical office prompts, and ap-

propriate financial support for treatment from tobacco de-

pendence throughout the health care delivery system.

According to the panel, medical providers need to be given

the education, resources and incentives to offer consistent

tobacco cessation services for their patients. All hospitals

should have policies supporting tobacco cessation services

on the in-patient level. The panel challenges health plans to

reimburse providers for tobacco dependence treatment and

to pay for all pharmacotherapy and counseling which have

been proven to be effective on the basis of the panel’s crite-

ria. The panel believes that health insurance purchasers also

need to demand that their policies cover the full spectrum

of tobacco cessation treatment.

With the release of the new Treating Tobacco Use and

Dependence guideline we have a window of opportunity to

improve the public’s health. We have the knowledge to de-

crease disease and deaths from tobacco addiction, and are

supported by forces driving tobacco cessation policy changes

within the health care system. Now is the time. We must

play a strong role in helping our patients quit.

Copies of Treating Tobacco Use and Dependence: A Clini-

cal Practice Guideline are available by calling the Agency for

Healthcare Research and Quality at 1-800-358-9295, or by

downloading the document from http://www.surgeongeneral.gov/

tobacco/default.htm
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Information for Contributors, Medicine & Health/Rhode Island

Medicine & Health/Rhode Island is a peer-reviewed publica-

tion, listed in the Index Medicus . We welcome submissions in

one of the following categories.

Contributions

Contributions should report on an issue of interest to

clinicians in Rhode Island: new research, treatment options,

collaborative interventions, review of controversies. Maxi-

mum length: 2500 words. Maximum number of references:

15. Tables, charts and figures should be camera-ready.

Photographs should be black and white. Slides are not

accepted.

Creative Clinician

Clinicians are invited to describe cases that defy textbook

analysis. Maximum length: 1200 words. Maximum number

of references: 6. Photographs, charts and figures may

accompany the case.

Point ofView

Readers share their perspective on any issue facing clinicians.

The topic is broad (e.g., ethics, health care policy, relation-

ships with patients). Maximum length: 1200 words.

Advances in Pharmacology

Authors discuss new treatments. Maximum length: 1200 words.

Advances in Laboratory Medicine

Authors discuss a new laboratory technique. Maximum

length: 1200 words.

Medical Myths

Authors present an iconoclastic, research-based analysis of long-

held tenets. Maximum length: 1200 words.

Images in Medicine

Authors highlight startling and instructive images. Maximum

length: 400 words.

All submissions must:

- include the author’s mailing address, phone, fax, e-mail

address

- include the author’s clinical and/or academic positions

Format

Please submit 4 hard copies of submissions with disk copies

(Microsoft Word or Text) to the managing editor, Joan

Retsinas, PhD, 344 Taber Avenue, Providence, RI 02906.

phone: 272-0422; fax: 272-4946; e-mail: JRetsinas@aoI.com

Medical Office Condominium for Sale

Dudley Street at Rhode Island Hospital

• 5000+ Sq. Ft. one level brick structure

• Numerous procedure rooms
• Leaded walls for x-ray

• Business offices and waiting rooms
• Interior partitions are non-supporting

• Ample parking

Priced for immediate sale, Winter 2001 occupa

,.l.

ncy

Peter H. Hurley, Real Estate

555 South Main Street

Providence, Rl 02903
401 - 272-2704

tebroDk
TERRACE —

ONE CHERRY HILL ROAD • JOHNSTON

An assisted living community
is pleased to introduce our

new Secured Alzheimer’s Unit

Exclusively designed and staffed with

specially trained Certified Nursing

Assistants to accommodate the special

needs of individuals afflicted with

Alzheimer’s disease and related disorders.

Services Include:

• Specially trained staff

• Activities designed to stimulate

and be therapeutic for the patient

• Special diets designed to meet the

needs of the Alzheimer’s resident

• Loving, caring, patient staff in

a home-like environment

• Safe, secure surroundings

For more information contact

Carrie Arsenault at (401) 233-2880
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Book Reviews

Worms, Germs and Wayward

Physicians

by Stanley M. Aronson, MD
(Providence: Manisses, 2000)

reviewed byJames T. Mcllwain, MD

S
tanley M. Aronson is Dean Emeritus ofBrown University’s

School of Medicine, former editor ofMedicine & Health/

Rhode Island, and a regular contributor to The ProvidenceJour-

nal. From the pages of these two publications come the essays

gathered in Worms, Germs and Wayward Physicians, as did those

in The Tapestry ofMedicine, published in 1999. The majority

of the essays are historical vignettes, pages from medicine’s past

that have something to tell us about our profession and our-

selves.

The essays in The Tapestry ofMedicine dealt largely with

institutions, founders and medical foibles, but specific disorders

also received attention, particularly those related to toxins and

nutritional deficiencies. Diseases, though, take center stage in

this second volume and, as its tide implies, the focus is on those

caused by microbes and parasites. Dr. Aronson is no stranger to

this subject as his interest in the nature and epidemiology of

infectious disease led some years ago to the introduction of a

course entided, “The Burden of Disease in Developing Coun-

tries,” which still attracts undergraduates at Brown.

Several perspectives inform the seventy-four essays pre-

sented here. Not surprisingly, some chapters highlight the

technical advances contributing to the diagnosis, treatment

and control of diseases. Examples include the microscope of

von Leewenhoek, the antiseptic practices of Lister and

Semmelweis, the vaccines of Pasteur and Jenner, the evolution

of the clinical thermometer and even the key role of the lowly

bedpan in the introduction of penicillin. Equal time is given

to the laborious scholarship and astute observations of indi-

vidual physicians who engaged in what we now call epidemi-

ology. Thus we read of John Graunt’s studies of the Bills of

Mortality and the careful observations by Laveran, Ross and

Manson that revealed the role of mosquitoes in the spread of

disease. These chapters illustrate how progress depends as much

on the advance of ideas as it does on technology.

Several essays recall the enormous historical upheavals and

social disasters caused by epidemics. The deaths ofup to a quar-

ter of the population of 14th Century Europe due to bubonic

plague is a well-known story, but here we are reminded ofother

not-so-familiar, but equally dreary, statistics. For example in the

cities of early 19th Century Europe and America over a quarter

of all deaths were due to tuberculosis. In 1821, puerperal fever

killed 829 ofthe 5, 139 maternity patients in Vienna’s Allgemeine

Krankenhaus. In 1793, 5,000 Philadelphians died of Yellow

Fever between June and November. And, of course, the great

influenza epidemic of 1918 killed over half a million people in

the United States and 21 million worldwide.

War naturally placed soldiers at great risk for disease due

to crowding, exposure to harsh conditions and the breakdown

of sanitation. Thus, during the Mexican War, seven out of

eight deaths among American soldiers were due to infection of

some kind. There were 20,738 cases of typhoid fever among
21 1,000 U.S. troops. Of 18,058 British soldiers who died in

the Crimean Peninsula War, only 1 ,890 succumbed to enemy
fire. 150,000 Serbian troops died of typhus during the first

year of World War I. War clearly intensifies the problem of

contagion, but, curiously, it also provides the most common
metaphor for medicine’s relationship to infectious disease. These

wars are waged with vaccines, antibiotics and preemptive mea-

sures against agents and vectors that are the designated enemy.

Yet a clear subtext of many of Dr. Aronson’s essays is that the

real villains are often ignorance, poverty and all those human
failures that result in organized conflict.

A generous selection ofessays deals with tuberculosis, which

has returned to remind us that we win batdes but rarely a war

against a microbe. Robert Koch’s discovery of the bacillus is

highlighted, as are the contributions of public health measures

and pasteurization to control the disease. Of equal interest,

though, is Dr. Aronson’s discussion of the cultural accommo-

dation made to this illness that respected no social group. The

consumptive look acquired a certain cachet among those who
believed that the appearance of corporeal fragility implied

heightened esthetic sensibility. Not unrelated to this is the pan-

theon of literary figures who had the disease, including Shelly,

Keats, Byron, Robert Louis Stevenson, Chekhov, Thomas
Wolfe, Thoreau, Emerson, Poe, Trollope, Goethe, Schiller,

Rousseau and Samuel Johnson.

The literary theme appears also in the notice of many in-

dividuals who trained in medicine but left their marks as liter-

ary figures, among them Schiller, Chekhov and Keats, just

mentioned, as well as Conan Doyle, Tobias Smollet, A.J. Cronin,

John Locke, Thomas Huxley, Charles Darwin, Somerset

Maugham, Mark Roget (of the thesaurus) and, had she but

completed her senior year at Hopkins, Gertrude Stein. For

those who find wonder in words themselves, Dr. Aronson has

sprinkled philologic nuggets throughout the book. For ex-

ample, we learn that botulism comes from Latin, botulus

,

sau-

sage, that diphtheria comes from the Greek word for a piece of

leather, and that smallpox is so named to distinguish it from

the great pox visited on Syphilus, the shepherd who offended

the Sun god in the poem by the Veronese physician Fracastoro.

Worms, Germs and WaywardPhysicians is well-written and

well-designed. If offers those who open its pages a rich pot-

pourri of history, science and humanistic learning. Such a book

deserves an index, but this is a minor quibble about such a

good read. Thank you, Stanley Aronson.

James T. Mcllwain, MD, is Fox Professor ofOphthalmology

and Visual Science, Brown University School ofMedicine.
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Letter to the Editor:

For the past Five years I’ve been

the physician for the Rose Hawthorne

Lathrop Home in Fall River, Massa-

chusetts, overseen by the Servants of

Relief for Incurable Cancer [a Do-

minican order of nuns]. Care at the

home is free. There are no gimmicks.

We accept patients from all over New
England. From this experience I’ve

learned what we surgeons can do at

the end of life.

Drugs: Eliminate most of the in-

numerable medications that our pa-

tients accumulate which become

useless in their current situation. I

stop most of them on admission. A
terminally ill cancer patient needs pain

relief, a tranquil mind, a night’s sleep

and a good bowel movement. Do not

underestimate the importance of the

bowels. One can learn about pain

control without needles from your

local hospice.

Lab Tests: Not needed. Ofwhat
use is a blood ammonia in a patient

with a large liver and pal-

pable metastes? The hos-

pital summaries that I’ve

read often suggest Ben-

jamin Rush at work. Your patient may

need a transfusion to replace the blood

withdrawn for diagnostic purposes.

X-rays. Equally unnecessary.

Your scribbled “CT Scan” on the or-

der sheet initiates a long, unpleasant

trip up and down elevators, through

corridors, double doors on to a hard

table and into a claustrophobic tube

surrounded by scary, mysterious click-

ing noises and pervasive cold. The

thin cotton blankets are never enough.

All this to confirm what we already

know. You suspect congestive heart

failure. No need for chest films, EKGs
or echocardiograms. Just listen to the

lungs, feel for the rate and rhythm of

the heart beat, look at the ankles, give

a little Lanoxin and Lasix® and you

are in business.

So what have we done? To satisfy

our so-called intellectual curiosity, or

to put together a Massachusetts Gen-

eral Hospital Clinical Pathological

Conference consultation, or worse, to

fend off a lawsuit, we have inflicted

pain and mental anguish on a dying

patient who has put his life and trust

in “my doctor.” Plain and simple, it

is cruelty in the guise of scientific

study.

Finally, do not abandon your pa-

tient. Without being too sentimen-

tal, there is a special bond between a

patient and his physician. So, in the

final days when the chemo people, the

chaplain, the radiologists, the social

workers, the consultants, the myriad

ofdo-gooders are in and out, we must

continue to visit daily to justify the

trust that the patient has given to us.

And after discharge, keep in touch

with the family.

- Frank J. Lepreau, MD
Westport, MA 02790

(Dr. Lepreau was medical director

of the L’Hopital Albert Schweitzer in

Haiti, 1964-1973.)

d/Ual StatiitccA
Rhode Island Department of Health

Patricia A. Nolan, MD, MPH, Director of Health

Edited by Roberta A. Chevoya

Rhode Island Monthly
Vital Statistics Report

Provisional Occurrence Data

from the

Division of Vital Records

Reporting Period
‘

April 12 Months Ending with

2000 April 2000

Number Number Rates

Live Births 1 ,028 1 2,91

1

1 3.1
*

Deaths 751 9,954 10.1*

Infant Deaths (7) (97) 7.5#

Neonatal deaths (6) (82) 6.4#

Marriages 464 7,832 7.9*

Divorces 197 2,666 2.7*

Induced Terminations 500 5,140 398.1#

Spontaneous Fetal Deaths 96 1,041 80.6#

Under 20 weeks gestation (88) (969) 75.1#

20+ weeks gestation (5) (72) 5.6#

. Reporting Period

Oct.

1999
12 Months Ending with Oct. 1999

Number (a) Number (a) Rates (b) YPLL (c)

Diseases of the Heart 252 2,984 301.9 3,925.5

Malignant Neoplasms 200 2,497 252.6 6,904.5

Cerebrovascular Diseases 40 541 54.7 713.5

Injuries (Accideni/Suicide/Homicide) 37 383 38.7 7,042.0

COPD 25 499 50.5 340.0

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of

988,480

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode Is-

landfor the reportingperiods listed above. Monthlyprovisional

totals should be analyzed with caution because the numbers

may be small and subject to seasonal variation.

* Rates per 1,000 estimated population # Rates per 1 ,000 live births

331
Vol. 83 No. 10 October 2000



The Official Organ of the Rhode Island Medical Society

Issued Monthly under the direction of the Publications Committee

VOLUME 1

NUMBER 1 PROVIDENCE, R.I., JANUARY, 1917
PER YEAR $2.00

SINGLE COPY, 25 CENTS

332

Ninety Years Ago
5^ [October, 1910

] ^
I

n “Epithelioma,” John V. Shoemaker, MD, LLD, Professor

ofMateria Medica, Therapeutics, Clinical Medicine and Dis-

eases ofthe Skin in the Medico-Chirurgical College & Hospital

of Philadelphia, described a 50 year-old tailor, born in Ireland.

Most of his family had died: his father at age 70 of asthma, his

mother at age 65; 2 brothers from tuberculosis (ages 56 and

29), and a sister from puerperal fever at age 21. Two brothers,

53 years old and 60 years old, were living. As a child, the pa-

tient had had smallpox, measles, pertussis. At age 21 , he had a

3-month attack ofinflammatory rheumatism. He had abstained

from alcohol for the past 1 3 years, but smoked a pipe “exces-

sively.” Six weeks before coming to the hospital, he developed a

tenderness in the back ofhis mouth, above his left nostril. Over

time the growth formed a “cauliflower appearance.... [that bled]

when a piece ofdry absorbent cotton is drawn over the surface.”

Dr. Shoemaker differentiated this growth from syphilitic ulcer,

condylomata, and lupus vulgaris. Treatment consisted ofx-rays

and “application of the tincture ferric chloride,” with arsenic.

He predicted: “It is possible that this epithelioma may be de-

stroyed and the patient live for many years. Yet I confess that

the outlook is grave.”

In “Precocity and School Life,” Frederick N. Brown, MD,
contrasted a child’s “unexpected ripeness of thought” with a

school regimen. He cautioned: “...children start school too

young, spend too many hours there, have too few teachers,

too little time for exercise, too sudden a transition of grades,

too few playgrounds...” He concluded: “Of what profit is it

to mount a mental colossus upon a physical pygmy...?”

FrankT. Fulton, MD, in “Epidemic Poliomyelitis,” counted

over 50 cases reported to the State Board of Health in the pre-

ceding six weeks. Citing an article inJAMA on the experimen-

tal reproduction in monkeys of acute poliomyelitis, he noted

that a monkey with polio who recovered was immune to inocu-

lation. As a prophylactic for health care workers, he recom-

mended Flexner and Lewis’s “fresh solution of 1 2 parts perhydrol

in 30 parts water, for use in throat and nose.”

Fifty Years Ago
5^ [October, 1950 ] ^

Arthur B. Kern, MD, discussed “Cutaneous Changes As-

sociated with Pregnancy,” separating those induced by

pregnancy (palmar erythema, vascular spiders, subcutaneous

hemangio-endothelioma, herpes gestationis, gingival changes,

cutaneous tags) from those altered by pregnancy (neurofibro-

matosis, psoriasis, lupus erythematosis, cutaneous tuberculo-

sis, syphilis).

In “Perforated Peptic Ulcer,” Anthony Corvese, MD, Wil-

liam P. Corvese, MD, and Angelo D’Agostino, MD, reviewed

500 cases from the Surgical Service, Rhode Island Hospital,

1926 to 1947. They concluded: “...the prognosis is twice as

good if surgery is performed within the first 24 hours.
”

The Journal reprinted a letter from President Harry

Truman to the Secretary of Defense, on the amendement to

the Selective Service Act of 1948 that authorized the induction

of physicians. “Persons. ..educated.. .at government expense

....will be called first.”

Twenty Five Years Ago

^ [October, 1975
] ^

I
n “Message from the Dean: The Brown Medical Student

and the Rhode Island Community,” Stanley M. Aronson,

MD, cited the hypertension screening program for high-risk

areas in the state, conducted in conjuction with OIC [Oppor-

tunities Industrial Center] . With the help of 33 medical stu-

dents, the first screening included preliminary explanations of

hypertension. When students detected hypertension, they re-

ferred the patient to his own physician or to the Neighbor-

hood Health Center. Of the first 177 people screened, 11%

were referred. Also, in the past year more than 1 80 students

had volunteered on the wards of the Rhode Island Medical

Center during a staff strike.

Edward A. Iannuccilli, MD, in “Gallstone: Concepts of

Pathogenesis and Treatment,” noted that, “The liver is more

significant than the gallbladder in the pathogenesis of choles-

terol stones.”

In “The National Health Planning and Resources Devel-

opment Act of 1974, “ John T. Tierney, Deputy Director, De-

partment of Health, and Governor Noel’s designee for

implementation of the Act, explained, “The Act will coordi-

nate planning, regulation, and development to promote

economy, equal access, and quality of care.” Congress had

authorized more than $1 billion over three years.

An Editorial on the “Nurse Practitioner Program in Rhode

Island” praised this new program at the University of Rhode

Island, funded under a two-year United States Veterans Ad-

ministration grant, as “worthwhile...with a progressive objec-

tive.” The concept of nurse practitioners began after World

War II, to profit from the returning “medical corpsmen.” Rhode

Island had 14 nurse practitioners; 6 students were enrolled in

the first URI class.
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JUST BECAUSE EVERYONE IN THE STATE

NEEDS WORKERS’ COMPENSATION COVERAGE,
DOESN’T MEAN THATYOU HAVE TO GO TO
JUST ANYONE IN THE STATETO GET IT.

Notice to all physicians: mandatory Workers’

Compensation Insurance. Every business in Rhode Island

with one or more employees, full or part-time, is now

required to have Workers' Compensation Insurance,

predominately with one carrier. This means that those

private practices without coverage will need to get it, and

those with an alternative source of Workers’ Compensation

will need to switch at time of renewal. Because the RI

Department of Labor is now enforcing this legislation with

on-site inspections and the possibility of fines or worse - we

at RIMS IBC would like to encourage you to contact us

immediately. After all, what better partner to guide you

through the intracacies of Workers’ Compensation Coverage

than your healthcare insurance professionals at IBC.

Most of you already know us for friendly, informed

service and timely advice on Malpractice, Health, Life and

Disability Plans customized to your needs. Now you can

benefit from our extensive experience with healthcare

coverage combined with our detailed knowledge of these

new requirements. In this way, we can help you adhere to

all regulations, eliminate unnecessary premiums while

maximizing your insurance protection. Please take this step

today to avoid unnecessary headaches: call IBC at 272-1050

RIMS Insurance Brokerage Corporation

One Hayes Street • Providence, Rhode Island 02908

Phone (401) 272-1050 • Fax (401) 272-1051 • RI Toll Free 800-559-6711



office space: $20,000

box of

depressors: $12

medical school: a fortune

j^ORCAL won’t put a price tag on

your reputation. We rigorously defend cases

deemed medically defensible — even if settling a

claim may be more economical. Our innovative

program to seek reimbursement of fees for

unsubstantial claims is just one reason we’ve

earned a reputation for aggressively defending

policyholders.

W hat 's more, at a time when everything

seems to come with a price tag, our policy-

holders appreciate the comprehensive risk man-

agement services and free CME courses included

in the cost of every policy.

You’ve worked hard to get where you are,

NORCAL works hard to keep you there.

Our reputation depends upon it.

we won’t put a Telephone RIMS Insurance Brokerage Corp. at

401-272-1050 or Norcal at 800-652-1051.

price tag on your reputation

NORCAL
Mutual Insurance Company

800 -652-1051
www.norcalmutual.com
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We have ways to schedule MRI

for your patients:

1 . Today.

2.

3 .

Emergency MRI’s are rare, but when the

need arises we can handle it. Any time,

any day, we’ll get your patient in.

Tomorrow.
With extended hours and nine locations,

we can almost always book an exam

within 24 hours.

At the patient’s

convenience.
Most patients want to fit the MRI exam

into their busy schedules. Whether that

means early morning, midday or evening

- weekdays or weekends - we can give

them convenient appointments.

We have nine MRI locations:

Kent County Memorial Hospital

Landmark Medical Center

Memorial Hospital of RI

Newport Hospital

Our Lady ofFatima Hospital

Rhode Island Hospital

South County Hospital

The Miriam Hospital

The Westerly Hospital

I Network

To reserve patient appointments with the

Rhode Island MRI Network, call:

401-435-4100 or 800-284-2860
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334

a® Commentaries

Medical Errors

a

T he topic of medical errors in hos-

pitals has been in the news as a

result of the National Academy of- Sci-

ence Institute of Medicine’s report that

medical malpractice caused “tens of

thousands of deaths each year.” The

Institute recommended creation of a

new federal agency to protect patients

and that all health care providers re-

port medical mistakes that lead to se-

rious adverse outcomes. A federal

“Center for Patient Safety” would

spend about $100 million per year for

safety research, “just a fraction of the

estimated $8.8 billion spent each year

as a result of medical mistakes.” {New

York Times 1 1/30/99)

I have not read the report so my
speculation is based on news reports

and not the actual data. I am not sur-

prised that we doctors make lots of mis-

takes, but I am quite surprised that we

kill so many people. I don’t know if

this number includes severely ill pa-

tients who probably would have died

despite appropriate treatment, patients

who were triaged inappropriately based

on telephone consultation, and “gray”

areas where errors are real but where

outcome may not be truly related to

an intervention or its lack. “True-true

and unrelated”, as we answer on the

multiple-choice exam.

I have spent a fair amount of time

wondering how we are supposed to re-

duce these errors. Over recent years

hospitals have instituted “care maps”

or “critical paths” which are often fairly

detailed plans for the treatment of the

more common ICD 9 codes. I hesi-

tate to use the terms disease or disor-

der because not all myocardial infarcts

or brain infarcts are the same despite

coding. These pathways have evolved,

as best I can judge, primarily to im-

prove efficiency (i.e. reducing length

of stay) but also to enhance quality. We
had embraced concepts like “quality

control” only to have them supplanted

by “continuous quality control,” “to-

tal quality improvement” and other

confidence-building terms. I assume

that in the future we will have “incred-

ible quality control and unbelievably

superior quality control.” Having at-

tended one quality control assessment

by an outside body, I was impressed

by the importance attached, as they put

it, to “the paper trail” rather than to

what was on the trail. Documentation

seemed to be emphasized more than

what was documented. Quality may

not improve with documentation but

lawsuits presumably are diminished.

I worry that attempts to improve

quality are simply going to increase

requirements for documentation and

thus increased regimentation. Cur-

rently, if I don’t record a certain num-

ber of required measurements in my
note, whether rel-

evant to the patient’s

condition or not, I

cannot file at a cer-

tain code level for

Medicare. Presum-

ably these require-

ments arose from

quality issues so it is

highly likely that

such mindless issues

will permeate what-

ever interventions are developed to re-

duce errors.

But what of existing oversights?

One of the most dramatic in recent

years was the re-credentialing process

for specialists. I think this was a diffi-

cult step but an important one that

should have been taken earlier. Has it

reduced actual malpractice (not mal-

practice suits)? One could probably

compare re-credentialed physicians to

those, like myself, who have been

grandfathered in, or to themselves in

the year or two before they took their

exams.

Required Continuing Medical

Education was developed to help guar-

antee that physicians would remain up

to date but these credits can be easily

obtained without any education and

often are.

I think the only ways to evaluate

competency are with physician exami-

nations and chart reviews, from panels

of practicing physicians. A “one size

fits all” approach such as “critical path-

ways” will not work and will cause

more trouble than it will prevent. I

wonder whether a review panel should

be composed of “experts” or just com-

petent physicians.

The main barrier to medical in-

competence is the medical

establishment’s tolerance of our peer’s

failures (see my commentary,

“Omerta,” Medicine & Health/RI

1999; 82(11):382) and a hierarchy

that makes it difficult for non-physi-

cians to report malpractice without

personal jeopardy. I suspect that we

would do better with self-evaluation

than an external board review.

- Joseph H. Friedman, MD

The April, 2000 issue of Medicine/Health

Rhode Island was awarded Second Place in

Design and Printing Excellence in the Provi-

dence Graphic Arts Association’s Gallery of

Printing Excelence Awards. The issue was
submitted on behalf of PrintSource in the

catagory of soft bound publications, This was

one of several hundred pieces submitted in

the contest.
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The Morbid Fingerprints of Salmonella

There are few images more endearing than the sight of a cud-

dly baby chick. But, as with so many of the cuddly things of

life, this one is accompanied by certain hazards. The United

States Public Health Service recently isssued a memorandum

warning parents not to give baby chicks to their children as pets.

Since many chicks are contaminated with salmonella organisms,

the mere stroking of the chick may transfer the food-poisoning

bacteria to the child’s hands and, inevitably, to his mouth.

Daniel E. Salmon, after whom the organism had been

named, was born in New Jersey in 1850. He was trained as a

veterinarian, rose to be chiefof the United States Bureau ofAni-

mal Industry and was instrumental in establishing a nationwide

system of meat inspection. In 1885 he isolated and defined a

heretofore undescribed bacterium [eventually called Salmonella

enteritidis
]
from an adult male who had died following an epi-

sode of acute gastroenteritis. At that time the newly-proposed

theory that germs might be causative agents of human disease

was only marginally accepted. Broad segments ofsociety expressed

skepticism over such a bizarre notion. Indeed, a prominent Ger-

man public health inspector, to demonstrate the absurdity of the

germ theory, publicly swallowed a test-tube ofSalmons bacteria.

He died within a few days following a fulminating dysentery.

Salmonella gastroenteritis is the commonest of bacterial in-

fections of the human digestive tract. The organism is widely

distributed in nature, affecting cattle, poultry, and even reptiles.

In a recent poultry survey in Massachusetts, 50% of hens har-

bored salmonella in their digestive tracts. Even turtles are com-

monly infected; and baby turtles, as pets, represent yet another

risk factor in transmitting salmonella.

Salmonella infection, in many, is generally of abrupt onset,

causing a few days of abdominal distress, some nausea and vom-

iting, diarrrhea perhaps, a modest degree of fever and malaise,

and recovery within days. The causative agent is rarely sought

since recovery is so rapid. These episodes are sometimes called

intestinal flu [although unrelated to the influenza virus] or food

poisoning [although true food poisoning is caused by bacterial

toxins rather than by the direct action of bacteria]

.

In 1962, the United States Public Health Service required

that salmonella infections in humans be reported. Since then the

Service has documented 28,689 cases, 2,839 hospitalizations and

79 deaths caused by salmonella. The Service acknowledges that

this is a gross underestimate of salmonella involvement in the

health of the nation. Most epidemiologists conclude that there

are a minimum of3.8 million cases per year in the United States.

In nations where food inspection standards are less rigid, the in-

cidence rate is substantially higher; and in some developing na-

tions it is estimated that virtually the entire population may be

involved at least once per year.

Food inspectors are quire aware than even temporary lapses

in hygienic procedures within food factories may lead to massive

outbreaks. In 1985, for example, the level of heat necessary for

pasteurization in a midwest milk plant was inadvertently low-

ered, resulting in 197,000 cases of salmonella gastroenteritis.

In the last few years the Public Health Service has docu-

mented major outbreaks in virtually every region of the nation.

In October 1 997, a luncheon serving undercooked lasagna

resulted in 75 cases of salmonella gastroenteritis. Cultures of the

leftover lasagna yielded the organism. The company preparing

Abbreviations Used:

AIDS acquired immune deficiency syndrome

HIV human immunodeficiency virus

OCP Onchocerciasis Control Programme

WHO World Health Organization

the lasagna used raw eggs in the preparation ofthe dish. A traceback

investigation showed that many of the poultry houses providing

eggs were grossly contaminated with salmonella organisms.

In November 1997, 91 persons took ill after earing broccoli

with hollandaise sauce in a Las Vegas restaurant. The sauce used eggs

cooked at a temperature inadequate to kill salmonella organisms.

In July 1998, 58 persons took acutely ill after eating chiles

rellenos in a Maricopa County, Arizona, restaurant. The sauce

was made from raw egg batter and cheese.

There has now been sufficient experience with salmonella

infection to offer some generalizations: Adults are generally the

victims in instances of acute outbreaks when many are exposed to

a single source of infection such as the highly publicized instances

cited above. But the majority of cases in this country involve no

more than one or two humans at a time; and in such settings,

children are the customary victims. Indeed, the greatest risk of

contracting salmonella gastroenteritis is found in children below

the age of five who have not yet adopted basic hygienic standards

such as the washing of hands prior to meals.

Others at high risk for salmonella infection include nursing

home residents, infants in hospital nurseries, people with

imunodeficiency diseases [such as AIDS] and those with certain

illnesses such as leukemia or sickle cell anemia which may impair

the immune defenses ofthe body. The outbreaks in nursing homes

for the elderly have been traced not only to unhygienic kitchen

practices but also to medical instruments, such as clinical ther-

mometers, shared by many residents.

Salmonella infection demonstrates a consistent seasonal pat-

tern: highest during the July to November interval and lowest

during the February to April interval. There are some regional

differences in rates but public health physicians relate this more to

the intensity of surveillance. In general, rates are higher in more

impoverished regions; and higher too in women, largely because

of their greater involvement in food preparation. Amongst occu-

pations, those employed as food handlers or abattoir workers are

at highest risk [for themselves and their families]

.

Eggs remain the single greatest source of salmonella infec-

tion [82% of all cases]. Egg shell exteriors are often soiled by

chicken manure; but in addition, hens infected with salmonella

may pass the bacteria through their ovaries, thus contaminating

their eggs before they are even laid. Raw or inadequately cooked

eggs, especially in such preparations as custards, egg nogs, sauces,

cake mixes and quiches have been repeatedly incriminated.

Strict standards in commercial and domestic food prepara-

tion combined with scrupulous personal hygiene remain the most

effective barriers to salmonella infection. Nor is this some recent

Public Health Service epiphany. Three millennia ago the psalmist

asked who shall ascend the holy mountain; and the answer to his

rhetorical question: “He that hath clean hands.”

- Stanley M. Aronson, MD, MPH
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Introduction

Charles B. Eaton, MD, and Kim M. Gans, PhD, MPH, LDN

F
ive out of the 10 leading causes of

preventable death are nutrition-re-

lated, including coronary heart disease,

stroke, several cancers, diabetes melli-

tus, hypertension, and obesity. Despite

this fact, most physicians and health

providers report being inadequately

trained in nutrition. The Brown Uni-

versity School of Medicine has received

a Nutrition Academic Award from the

Heart, Lung, and Blood Institute of the

National Institutes of Health (NIH)

with Drs. Charles B. Eaton and Kim
Gans as principal investigators. The

goal of this project is to serve as a cata-

lyst for the development, implemen-

tation and evaluation of an innovative

nutrition education curriculum at the

School of Medicine, its primary care

residencies, and with practicing physi-

cians. A Nutrition Education Advisory

Panel (NEAP), with representatives

from the Departments ofFamily Medi-

cine, Pediatrics, Medicine, Commu-
nity Health, Psychiatry, and Surgery at

Brown University School of Medicine;

Departments of Pharmacy, Nursing,

Nutrition and Exercise Science at the

University of Rhode Island, the

Johnson and Wales Culinary Institute,

the Rhode Island Dietetic Association

and the Rhode Island Department of

Health, is working to evaluate and re-

vise the educational curriculum, foster

joint research and training efforts, and

sponsor CME programs. This

special CME edition ol the

Medicine& Health/Rhode Island NEAP
is a product of this joint effort.

With the increasing rate ofobe- NIH
sity found in the United States,

many patients are asking providers

about the success of fad diets. In

“Atkins to Zone: The Truth about High

Fat, High Protein Diets,” Kevin Vigi-

lante, MD, MPH, and Mary Flynn,

PhD, RD, discuss the scientific basis

behind these diets’ short-term weight

loss and long-term deleterious effects.

In “Cardiovascular Disease and Nutri-

tion,” Charles B. Eaton, MD, and Kim

M. Gans, PhD, MPH, LDN, review

the evidence for the diet-heart hypoth-

esis including discussions of choles-

terol, saturated fats, transfatty acids,

omega 3 fatty acids, fiber, soy, antioxi-

dants and B vitamins. Data demon-

strating the clinical variability of

responses to diets and the effects of

total calories consumed are discussed

to explain the apparent paradox found

in clinical practice compared to pub-

lished randomized dietary trials. Herbs

and dietary supplements are emerging

as important in the care of patients;

their use has increased exponentially.

Dorothy DeLessio, MS, RD, and Anne

Hume, PharmD, BCPS, offer prin-

ciples to evaluate these products, as

well as web sites and resources to share

with patients. Christine M. Hardy,

MS, RD, LDN, and Randal Rockney,

Abbreviations Used:

Nutrition Education Advisory

Panel

National Institutes of Health

MD, describe “The Role of Fiber in

the Diets of Children,” providing in-

formation on both the scientific basis

and practical tips for parents and chil-

dren on incorporating more fiber into

a diet. Finally, having knowledge re-

garding nutrition or access to such

knowledge is only half the battle. The

other half is using this knowledge to

counsel patients regarding nutrition.

Since over 80% of the population vis-

its a health provider on a yearly basis,

fitting nutrition counseling into every

day clinical practice is important to

preventing or treating cardiovascular

disease, cancer, diabetes, hypertension,

dyslipidemia and obesity. Christopher

Sciamanna, MD, Kim M. Gans, PhD,

MPH, LDN, and Michael G.

Goldstein, MD, review patient-cen-

tered counseling techniques, using the

5 As: Addressing the issue, Assessing,

Advising, Assisting and Arranging fol-

low-up. Excellent resources for both

health providers and patients both in

paper and web-based are made avail-

able in this article. We hope you find

this edition helpful to your continu-

ing medical education needs.

Charles B. Eaton, MD, is Associ-

ate Professor ofFamily Medicine, Brown

University School ofMedicine.

Kim M. Gans, PhD, MPH, LDN,

is an Associate Professor (Research) of

Community Health, Brown University

School ofMedicine.

Correspondence:
Charles B. Eaton, MD
Department of Family Medicine

Memorial Hospital

Pawtucket, RI 02860

phone: (401) 729-2238

fax: (401) 729-2923

e-mail: charles_eaton@mhri.org
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From Atkins to Zone: The Truth About High-Fat,

High-Protein Diets for Weight Loss
—

Kevin C. Vigilante, MD, MPH, and Mary M. Flynn, PhD, RD

H igh fat, high protein (HFHP) di-

ets were first introduced in the

United States in the 1960s. These diets

wax and wane in popularity, and the

media has recently popularized several

(Atkins, Zone, Sugar Busters, and Pro-

tein Power). While HFHP diets vary

slightly in the foods allowed, they all re-

strict food sources of carbohydrates and

emphasize fat and protein. HFHP diets

promise the dieter weight loss despite the

consumption of“unlimited” amounts of

foods that are high in fat and/or protein,

while severely limiting or excluding car-

bohydrate. The promoters of these diets

mistakenly present fat and protein calo-

ries as benign and state that carbohydrate

calories alone are responsible for weight

gain. The HFHP content of these diets

tends to make them high in saturated fat

and animal protein.

There are few scientific studies pub-

lished that test the efficacy of these diets

for weight loss or the effect of HFHP
diets on health outcomes. We will ex-

amine the potential adverse health effects

of these diets using a case study.

Case Study
LaRosa et al

1 examined the typical

response for women on a HFHP diet.

The following case is derived from that

study. A woman weighing 96.7 kg ini-

tiates a HFHP diet. Prior to beginning

the diet, her blood lipids (mg/dl): total

cholesterol (TC) 201, low-density lipopro-

tein-cholesterol (LDL-c) 119, high den-

sity lipoprotein-cholesterol (HDL-c) 64

and her triglycerides: 98. After 8 weeks

on the diet, she lost 6.9 kg. Having

reached her goal, she stopped the diet and

resumed her regular diet. At the conclu-

sion of the diet period, her blood lipids

were as follows (mg/dl: TC 229, LDL-c

158, HDL-c 57 and triglycerides 72).

Why did this woman lose weight?

Proponents of HFHP diets would

claim that she reduced her insulin secre-

tion, which in turn inhibited the activity

oflipoprotein lipase (LPL) at the adipose

cell. They claim this would make it dif-

ficult or impossible for lipid to be stored

in the adipose tissue and weight loss en-

sues. However, this is unlikely to be true.

The best published studies that examine

weight loss using diets with varying pro-

portions of fat and carbohydrate2,3 have

found that weight loss was dependent on

total calories consumed and not diet

composition (i.e., percent of fat, carbo-

hydrate or protein).

The HFHP diet leads to weight loss

due to the decrease in energy from this

diet. TheAmerican diet is approximately

50% carbohydrate. After restricting car-

bohydrate, it is difficult to completely

compensate for the eliminated energy by

eating more fat and protein. Further-

more, as both dietary fat and protein pro-

mote satiety more than carbohydrate, the

dieter can restrict calories without expe-

riencing significant hunger over the short

term. Studies of HFHP diets that have

measured calories have found that total

calories are reduced on HFHP diets com-

pared to diets with carbohydrate energy

and that weight loss is proportional to

the total energy decrease.
4 The elimina-

tion ofcarbohydrate also causes the body

to deplete the glycogen stores. This leads

to an immediate weight loss of approxi-

mately 2-3 pounds because of the obli-

gate water loss when glycogen is depleted.

This initial one-time weight loss may be

enough to “hook” patients on the diet.

Dr. Atkins’s version of the HFHP
diet seeks to drive the patient into keto-

sis. In addition to the obligate water loss

from glycogen depletion, the ketotic state

results in an osmotic loss of body water

which is reflected as “weight loss”.
5 Like

dietary fat and protein, ketosis also sup-

presses the appetite thus contributing to

the lack of hunger.
1

Influence on blood lipids

Active weight loss generally pro-

duces a reduction in LDL-cholesterol, yet

this woman’s LDL-cholesterol signifi-

candy increased despite a 6.9 kg weight

loss. This may be explained by the satu-

rated fat content ofthe HFHP diet. The

Abbreviations Used:

HDL-c high-density lipoprotein

cholesterol

HFHP high fat, high protein

LPL lipoprotein lipase

increase in LDL-cholesterol despite

weight loss may have resulted from the

unrestricted amounts of saturated fat al-

lowed by the Dr. Atkins’s diet. The de-

crease in high-density lipoprotein

cholesterol (HDL-c) would be expected

with active weight loss.

Despite studies showing a tendency

of lipid profiles to worsen on HFHP di-

ets, there are persistent anecdotal reports

ofimproved blood lipids on HFHP diet.

While counterintuitive, this is possible if

the amount of weight loss is large. In

some individuals, large amounts of

weight loss will override the effects of

saturated fat on serum cholesterol and

improve the lipid profile.

However, even if blood lipids im-

prove with HFHP diet, it is not clear that

cardiac risk is reduced. The ketosis asso-

ciated with some HFHP diets may in-

crease LDL oxidization of LDL-c by 70

to 80%.6 This is important because it is

oxidized LDL-c that is associated with

coronary heart disease.
7
Besides the po-

tential adverse lipid changes, meat con-

sumption itself has been related to an

increase risk of coronary heart disease.
8

Some have attributed this association of

meat consumption with coronary heart

disease risk to the high methionine con-

tent in meat and a subsequent increase

in homocysteine. 9

Other risks

The high meat content typical of

HFHP diets is also a concern for cancer

risk. High meat consumption has been

shown to increase the risk of colon, pros-

tate and breast cancer.
9 There are several

mechanisms by which meat may promote

cancer. One is the production of hetero-

cyclic amines from the searing of meat

protein. Others are the iron content of
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meat, which could promote oxidation,

and the nitrate content ofprocessed meat.9

HFHP diets consumed over time

may also increase the risk ofosteoporosis.

The consumption of animal protein in

excess of need increases urinary calcium

excretion because calcium is used as a

buffer in the metabolism of animal pro-

tein.
10

It has been estimated that for ev-

ery gram of protein consumed in excess

of need, there is an approximate 1 mg in-

crease in urinary calcium excretion.
10

The HFHP diet limits fruit and veg-

etable consumption. Even if not strictly

prescribed, the emphasis on meat may
have a substitution effect, which displaces

fruits and vegetables. Numerous studies

have correlated increased fruit and veg-

etable consumption with decreasing can-

cer risk. Plant-based phytochemicals have

been shown in vitro and in animal mod-

els to have properties that potentially lower

the risk ofheart disease and cancer. While

human studies of the health benefits of

phytochemicals are limited, the

phytochemicals in plant products may

explain why a plant-based diet is associ-

ated with lower risk ofseveral chronic dis-

eases.

An additional risk of HFHP diets

is the risk of weight cycling. Most indi-

viduals are not able to sustain themselves

long term on a high fat, high protein diet

and thus will give up this diet and regain

the weight. Several epidemiology stud-

ies have shown that weight loss and

weight gain contributes to obesity over

the long term and that weight cycling

patients are worse off than those with

stable weights even if overweight.

Lastly, these diets have created a

great deal of confusion by spreading the

misconception that caloric intake does

not matter. The truth is nothing mat-

ters more than calories when it comes to

weight loss and weight gain.

Like allfad diets, HFHP
diets areprone to failure

over the long-term.

Conclusion
If HFHP diets lead to reduced ca-

loric intake, they may be helpful in in-

ducing short-term weight loss. However,

often the problem with obesity is not

losing weight, but maintaining the loss.

Like all fad diets, HFHP diets are prone

to failure over the long-term. If patients

stay on an HFHP diet long term, it may
predispose them to an increased risk of

heart disease, certain cancers and os-

teoporosis.
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Table 1. Recommended Professional and Patient Resources for Weight Loss
• American Obesity Association (www.obesity.org/)

• Food and Nutrition Information Center (www.nal.usda.gov/fnic/); resource list for consumers (www.nal.usda.gov/fnic/

pubs/bibs/topics/weight/consumer.html)

• National Heart Lung and Blood Institute, Resources for professionals (www.nhlbi.nih.gov/health/prof/heart/

index. htm#obesity), Obesity Education Inititiative (www.nhlbi.nih.gov/about/oei/index.htm),

NHLBI Information Center Web site (www.nhlbi.nih.gov/health/public/heart/obesity/lose_wt/index.htm)

• Cyberdiet (www.cyberdiet.com/)

• Partnership for Healthy Weight Management (www.consumer.gov/weightloss/setgoals.htm)

• Shape Up America! (www.shapeup.org/)

• Healthy Weight Network (www.healthyweight.net/)

• The American Heart Association Declares War on Fad Diets (www.americanheart.org/Health/Risk_Factors/Over-

weight/Fad_Diets/index.html)

• North American Association for the Study of Obesity (www.naaso.org)

• Weight Control Information Network (www.niddk.nih.gov/health/nutrit/pubs/health.htm)
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Cardiovascular Disease and Nutrition

Charles B. Eaton, MD, and Kim M. Gans, PhD, MPH, LDN

Abbreviations Used:

CHD coronary heart disease

CVD cardiovascular disease

RCT randomized controlled trial

C ardiovascular disease (CVD) re

mains the leading cause of death

in the United States, with more than

$100 billion dollars spent annually for

treatment. Diet plays an important role

in the etiology of atherosclerosis and

contributes to the lethality of stroke,

heart attack and unstable coronary syn-

dromes. It does this through multiple

mechanisms, including a direct effect on

atherosclerosis and thrombosis, trigger-

ing plaque rupture and through modi-

fying risk factors such as blood

cholesterol, obesity, hypertension, dia-

betes mellitus. Diet plays an important

role not only in CVD but also in the

prevention of five of the other ten lead-

ing causes of death.
1 For these reasons,

it is recommended that most non-acute

patient encounters should have some

time devoted to diet assessment and

nutrition counseling. 2

Recent studies show that the ma-

jority ofprimary care physicians (72%) 3

consider nutrition education ofpatients

their responsibility, but it is unclear how

often this responsibility turns into ac-

tion. The frequency of nutritional coun-

seling in the primary care encounters

ranges from 20% -80%. 2,3 When nutri-

tion counseling does occur, physicians

reported spending an average of 3-5

minutes. Barriers to effective counsel-

ing included 62% with a deficit of nu-

trition knowledge, 67% with a lack of

training in counseling skills and 50%
questioned the benefits ofcounseling in

changing patient behavior.
2

The purpose of this article is to fill

the knowledge deficit regarding the role

ofdiet in preventing and treating CVD.
In this article we review the scientific

evidence regarding the benefits of diet

modification in reducing CVD; de-

scribe the potential mechanism of ac-

tion of specific nutrients that help

explain the clinical trial evidence; dis-

cuss emerging consensus regarding the

roles of fiber, soy, phytoestrogens, B vi-

tamins and folate, antioxidants, alcohol

and CVD prevention; and explain some

apparent clinical paradoxes in the ef-

fectiveness of nutritional therapy.

Armed with this information, physi-

cians should be able to advise and

counsel patients more successfully.

Diet and Coronary Heart
Disease (CHD)

Table 1 lists the primary and sec-

ondary CHD dietary intervention tri-

als that conclusively demonstrate that a

patient’s diet has important, clinically

relevant effects on CHD morbidity and

mortality.

The above evidence, in conjunc-

tion with cross-sectional epidemiologic

studies such as the Seven Countries

Study, transmigration studies such as the

Ni-Hon-San study and prospective co-

hort studies such as Western Electric,

Ireland-Boston-Diet Study, and the

Honolulu Heart all demonstrate the

important role of diet in preventing

CVD. (References available from au-

thors). Attempting to quantify this ef-

fect, it appears that most low fat dietary

Table 1 Randomized Trials of Diet and Coronary Heart Disease

Study Participants Design Intervention Cholesterol CHD Comments

Primary

Prevention

VA
Domiciliary

Los Angeles

1968

424 men RCT
8 yrs follow-

up

Low sat'd fat,

low chol, high

P/S ratio

13% decrease* 23% decrease* Institutional

setting

Medical

Research

Council

Soybean Oil

Study 1968

293 men RCT
4yrs follow-up

low sat'd fat,

high soybean

oil

13% decrease* 18% decrease*

MRFIT
1976

12,866 men RCT
7 yrs follow-up

<10% sat'd fat,

<300 mg chol

7.5% decrease 7% nonfatal MI*
7% fatal CHD*

Multifactorial

greatest benefit

in those who
lost weight

Oslo Diet Heart

1981

1232 men RCT
5 yrs follow-up

8.2% sat'd fat,

7.2% polysat'd,

289 mg chol

13% decrease* 47% decrease* smoking

cessation as

well

Finnish Mental

Health

1972

4,178 men
6,434 women

Cross over trial

6 yrs follow-

up

low sat'd fat,

low chol, high

P/S ratio

12% decrease 18% decrease

men*; 34%
decrease in

women (NS)

Institutional

setting

Secondary

Prevention

STARS
1992

90 men with

angina or MI
RCT- UC, diet,

diet + choles-

tryramine

39 months

follow-up

27% fat, 8-10%

sat'd fat, 8%
omega 6 and 3

fatty acids

14 2%
decrease*

22% decrease

CVD*
3 arm

angiographic

tnal

DART
1989

2033 men MI RCT- Factorial

design

2 yrs follow-up

low fat, high

fatty fish, high

cereal fiber

No change 29% decrease

m IHD deaths*

but not nonfatal

events in fish

group

Benefit

attributed to

fish and fiber,

and not low fat

group

Indian Diet

Heart Study

1992

406 men and

women MI
Single blinded

RCT
1 yr follow-up

Diet A= low

fat, 400 gm/qd
fruits, veg,

nuts, soy

reinforced Diet

B= low fat

only, not

reinforced

13% decrease* 40% decrease

in cardiac

events*

and 45%
decrease m
total mortality

Better results in

those patients

that lost >0.5

kg-

Lyon Diet

Heart Study

1999

605 men and

women MI
RCT- single

blind,

Mediterranean

vs NCEP I diet

4 yrs follow-up

Mediterranean

diet- <35% fat,

<10% sat'd fat,

<4% lmoleic

acid, >0.6%

alpha linolenic

acid

No change 72% decrease

in cardiac death

and nonfatal

MI*

Benefits of

Mediterranean

diet may be

related to

stabilization of

membranes,

prevention of

arrythmias &
platelet

inhibition

^statistically significant
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regimens studied lowered total blood

cholesterol by 12-15% with a 12-24%

reduction in CHD events. An equally

important finding was that diets high

in fish (omega 3) and monounsaturated

fats had beneficial effects with little to

no effect on cholesterol values.

Mechanisms of action

The role of fats and their constitu-

ent fatty acids have been well studied,

and can best be understood by break-

ing fats into:

• saturated fats (lauric, myristic, palm-

itic, and stearic acids) found in dairy

products, palm and coconut oils,

and meats;

• monounsaturated fats (oleic, erucic,

palmitoleic acid) found mainly in

olive and Canola oils; avocados, and

peanuts;

• omega-6 polyunsaturated fats (li-

noleic, arachidoic acid) found in

most other vegetable oils, seeds,

most nuts, grains; and

• omega-3 polyunsaturated fats (lino-

lenic, eicosapentanoic, docsahex-

anoic) found in fatty fish, marine

plants, and green leaves.

Trans fatty acids such as elaidic

acid do not naturally occur in nature

and are the product of hydrogenation

of oils to make margarine and short-

ening. They are found in many fried

foods, commercial baked goods, and

processed peanut butter as well.

Table 2 lists the mechanisms of

actions of the different types of fat.

Thus, there are well formulated

pathophysiologic mechanisms to ex-

plain the clinical trial evidence regard-

ing the diet-cholesterol-CVD hypoth-

esis.

Other important dietary

FACTORS

Fiber

Multiple epidemiologic studies

have shown that diets high in fiber are

associated with lower risk of CVD.
Clinical trial evidence has been increas-

ing. Most recently, a meta-analysis of67

controlled trials was performed that

showed that soluble fiber intake of 2-

10 g/d was associated with a small but

statistically significant reduction in to-

tal and LDL cholesterol of 1 to 1 .3 mg/

dl.
4 These small changes may have im-

portant public health benefits, but dem-

onstrate the modest clinical benefits of

fiber in lowering cholesterol. The

equivalent of three servings of oatmeal

a day would on average only lower total

cholesterol 1-2 mg/dl. However some

patients may be more responsive, and

fiber has shown to be effective in reduc-

ing obesity by replacing fat calories yet

retaining satiety.

B-vitamins and folate

A diet rich in fortified cereals, veg-

etables and legumes, which are an ex-

cellent source of B vitamins and folate

appears prudent. Recent studies have

shown the important role of elevated

levels ofhomocysteine in increasing the

risk of CVD. 5 Homocysteine is a sul-

fur-containing amino acid that appears

to be toxic to endothelium and stimu-

lates smooth muscle proliferation which

Table 2 Fatty acids mechanisms on lipoproteins & CVD physiology

Mechanism Saturated

Fat

Monounsat

Fat

Polyunsat'd

n-6

Polyunsat'd

n-3

Trans fatty

acids

Membrane
Fluidity

4 0 t t 4

LDL
receptor

activity

4 0 t T 4

LDL
clearance

4 0 t t 4

LDL t 0 4 4 T

HDL t 0 4 4 4

Trig 0 0 4 44 0

Conduction

system

stability

0 0 0 t 0

Oxidation 0 0 t t 0

340

probably explains this association. Bio-

chemically, homocysteine metabolism is

controlled by enzymes that are in turn

under the control of co-factors, includ-

ing the B-vitamins B-6, B- 12 and folate.

Epidemiologic studies have demon-

strated that diets with low levels of folate

and B vitamins are associated with in-

creased risk ofCVD. Additionally clini-

cal trial evidence has shown that

supplemental folate and to a lesser ex-

tent vitamin B-6 in human volunteers

lowers homocysteine levels. Definitive

clinical trials evaluating whether lower-

ing homocysteine levels through folate

and B vitamin supplementation will re-

duce CHD are ongoing and no defini-

tive recommendations regarding folate

and supplemental B vitamin therapy are

presendy advocated. For patients with

inadequate folate in their diet such as

patients on low calorie diets or the eld-

erly, physicians may consider 400 ug

folate supplementation along with oral

B 1 2 supplementation. For patients with

renal insufficiency, physicians should

consider 5-15 mg of folic acid daily. For

patients with premature CHD, mea-

surement of homocysteine levels and

treatment with supplemental folate, if

elevated, may be appropriate in selected

cases while definitive evidence is pend-

ing.

Soy Protein

A meta-analysis of 38 controlled

clinical trials with diets averaging 47 g

per day ofsoy, was associated with a 23.2

mg/dl or 9.3% reduction in total cho-

lesterol, and a 21.7 mg/dl or 12.9% re-

duction in LDL cholesterol, 13.3 mg/

dl or 10.5% reduction in triglycerides

and with little change in HDL concen-

tration.
6 Large amounts ofsoy are found

in Asian diets with common sources

being soy milk and tofu. The mecha-

nism ofaction ofsoy protein on choles-

terol is unclear although it does appear

to effect LDL receptor activity and

VLDL Apo B turnover. Part of its effect

may be due to phytoestrogens found in

soy protein that have weak estrogenic

effects, which may affect hepatic trig-

lyceride lipase activity. There is some

evidence that soy protein reduces LDL
oxidation as well.
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Fig 1. Plots show individual changes in LDL cholesterol and
HDL cholesterol levels in men () and women (•) on the National

Cholesterol Education Program Step 2 diet, compared with the

baseline diet (n=32).

Phytoestrogens

Phytoestrogens represent a family of

plant compounds that have estrogenic

and antiestrogenic properties. Over 300

hundred plants have been shown to have

significant amounts of phytoestrogens.

Phytoestrogens can be broken into two

main categories: isoflavones and lignans.

Soy products are the main source of

isoflavones and flaxseed lignans. The sci-

entific evidence for the benefits of

phytoestrogen are limited but fairly con-

sistent.
7 Asian populations which have

low rates ofCVD also have diets rich in

phytoestrogens. Humans with diets high

in phytoestrogens have high urinary lev-

els of metabolites with estrogenic prop-

erties. Clinical trials noted above suggest

that soy has cholesterol-lowering effects.

Well-designed clinical trials need to be

performed before any definitive state-

ments can be made about the benefits of

phytoestrogens on CVD.

Antioxidant vitamins

Recent evidence that oxidative

damage of LDL and other lipoprotein

fractions are associated with foam cell

formation and atherogenesis have led to

speculation about the benefits of anti-

oxidant vitamins such as beta-carotene,

vitamin C, vitamin E. Diets rich in fruits

and vegetables containing high level of

beta-carotene have been demonstrated

to reduce risk of CVD. Vitamin E has

been shown in two large epidemiologic

studies to reduce CVD in those choos-

ing to take Vitamin E supplements.

However, there

may be some risk

of hemorrhagic

stroke with vita-

min E. Defini-

tive trials are

currently being

performed. At

present, patients

should be en-

couraged to eat 5-

9 daily servings of

fruits and veg-

etables, which are

rich in caro-

tenoids and other

antioxidant vita-

mins.

Alcohol

Many stud-

ies have demonstrated the benefits of

moderate alcohol consumption on CVD
prevention. Men and women who drink

on average 1 drink ( 1 oz) per day are 2 1%
less likely to die from any cause and 30-

40% less likely to develop CVD com-

pared to non-drinkers. 8 The health

benefits of alcohol appear to be true for

any kind of alcohol with no special ben-

efits to red wine. Drinking more than 4

drinks per day is unhealthy — leading

to increased risk ofcirrhosis, alcoholism,

breast cancer and motor vehicle acci-

dents. Physician recommendations

. . . most lowfat dietary

regimens studied lowered

total blood cholesterol by

12-15% with a 12-24%

reduction in CHD
events.

should be for those who drink alcohol to

average no more than 1 drink per day. If

patients do not drink, they should not

be recommended to start drinking alco-

hol since the benefits in this group do

not clearly outweigh the risks.

Clinical Paradoxes
Given the quality and consistency of

the clinical trial evidence shown in Table

1 , what remains perplexing is why clini-

cians don’t uniformly see these results in

their clinical practices. In a recent meta-

analysis of 1 7 clinical trials comparing di-

etary interventions of a least 3 months

duration in free living populations,

Brunner et al found only modest reduc-

tions inCHD risk.
9
Diets lowered fat only

2.5% as a percentage offood energy with

a reduction in total cholesterol of8.5 mg/

dl. These apparent discrepancies with the

above mentioned clinical trials may be

related to dietary non-compliance, due to

both lack of motivation by patients who

did not perceive a risk or to the lack of

intensity of the dietary intervention with

little follow-up. An important explanation

of these results may be the variablility in

response to diet by individuals compared

to population norms. Figure 1 from

Shaefer et al’s data on volunteers in meta-

bolic wards demonstrates a wide range

ofresponses in plasma total and LDL cho-

lesterol from an increase of 5% to 40%
reduction.

10 This wide range in response

may well explain the clinical picture ofdiet

responsive and diet resistant individuals

seen in clinical practice.

Another important paradox that cli-

nicians observe is that by placing a patient

on a low fat diet (i.e., replacing saturated

fat with carbohydrates or polyunsaturated

fats) , the clinicians notice a loweringHDL
cholesterol and therefore worsening ofto-

tal cholesterol/HDL ratio. The impor-

tance of HDL cholesterol in predicting

CHD risk is demonstrated in Figure 2

Table 3. American Heart Association Dietary Guidelines

• Total fat intake should be no more than 30 percent of calories.

• Saturated fatty acid intake should be less than 10 percent of calories.

• Polyunsaturated fatty acid intake should be 8 to 10 percent of calories.

• Monounsaturated fatty acids make up the rest of the total fat intake, about 10

to 15 percent of total calories.

• Cholesterol intake should be less than 300 milligrams per day.

• Sodium intake should be no more than 2,400 milligrams (2.4 grams) per day.

For specifics on how to translate these recommendations into patient advice,

see AHA’s excellent website, (http://www.americanheart.org/)
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Figure 2. Incidence of coronary heart disease (CHD) in four years by

high-density lipoprotein cholesterol (HDL-C) and total plasma

cholesterol level for men and women free of cardiovascular disease.

Dashed lines indicate two bars that are hidden from view: HDL-C
less than 40 mg/dL )<1 .03 mmol/dL), total cholesterol 230 to 259

mg/dL (5.95 to 6.70 mmol/L), rate=10.7%; HDL-C 4o to 49 mg/dL

(1.03 to 1.27 mmol/L), total cholesterol greater than or equal to 260

mg/dL (6.72 mmol/L), rate=6.6%. Diagram at bottom shows number

of observations from combined sample that fell into each cell and

were therefore at risk for CHD.

from the Framingham Heart Study.

This simultaneous lowering of

HDL and LDL cholesterol seems to be

especially true for patients who don’t lose

weight or who don’t start to exercise

regularly. The clinical finding has con-

firmed recently in both metabolic ward

and in clinical trials of free living indi-

viduals.
11,12

It is therefore recommended

that when reducing saturated fat in the

diet, the calories should not be replaced

and that weight loss and regular exer-

cise should be recommended in most

circumstances. In underweight indi-

viduals, saturated fat calories could be

replaced with

monosaturated fats

such as olive oil, avo-

cados and nuts,

which will increase

HDL cholesterol

while maintaining

the LDL reduction

in most circum-

stances.
13

Summary
To decrease risk

for CVD, reduce and

prevent risk factors

such as elevated

blood cholesterol

and obesity, patients

should follow the di-

etary recommenda-

tions from the

American Heart As-

sociation (AHA)
(Table 3) and the Di-

etary Guidelines for

Americans (Table 4).

Many patients

can be helped by

educational materials

and referral to a

qualified nutritionist

(see Counseling article in this issue for

more details on educational resources).
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Table 4. Dietary Guidelines for Americans

• Aim for a healthy weight.

• Be physically active each day.

• Let the Pyramid guide your food choices.

• Choose a variety of grains daily, especially whole grains.

• Choose a variety of fruits and vegetables daily.

• Keep food safe to eat.

• Choose a diet that is low in saturated fat and cholesterol and moderate in

total fat.

• Choose beverages and foods to moderate your intake of sugars.

• Choose and prepare foods with less salt.

• If you drink alcoholic beverages, do so in moderation.
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It s Only Natural: Use of “Natural” Products From
the Clinicians Perspective

Dorothy DeLessio, MS, RD, andAnne Hume, PharmD, BCPS

Abbreviations Used:

DSHEA Dietary Supplement and Health

Education Act

FDA Food and Drug Administration

The use of alternative medicine in

the United States increased 380%
between 1990 and 1997 with usage be-

coming more common in specific pa-

tient groups. Individuals choose

alternative medicine because of an in-

terest in health promotion and disease

prevention, the lack of treatment op-

tions for serious illnesses, dissatisfac-

tion with conventional therapies, belief

in the superiority of natural products,

preference for personal involvement in

decision-making process, and/or cul-

tural or spiritual preference. 1 Fewer

than 40% of individuals inform their

physician of the use of alternative

medicine. This finding has not

changed during the past seven years.
2

Conversely, many health care provid-

ers, whether due to the dearth ofsound

scientific information on natural prod-

ucts or to a discomfort with a non-tra-

ditional medical model, have been

uncomfortable with inquiring as to the

use of this type of medical care. This

situation has been described as “don’t

ask and don’t tell”.
2 The increased use

of natural products raises important

questions about potential safety and ef-

ficacy, as well as drug interactions, for

primary care providers. The purpose

of this article is to review issues related

to natural products in an office-based

practice.

Natural Products
The term natural product is used

broadly to include medicinals other

than pharmaceutical drugs. It is used

interchangeably with the terms: herb-

als, botanicals and nutritional supple-

ments.

There are over 20,000 natural

products available in the United States.

The most commonly purchased herbal

products in Rhode Island are:

echinacea, gingko, glucosamine (and

chondroitin), kava, St. John’s wort, and

saw palmetto. Special products are now

being targeted to specific

patient groups. For ex-

ample, a pediatric product

containing St. John’s wort,

kava, valerian and melissa

extract has been advertised to help chil-

dren relax naturally. The claim is that

the product “supports and soothes the

nervous system.” While the widespread

use of these products has been recog-

nized, information on their effective-

ness, potential adverse effects and drug

interactions remains sketchy at best.

Herbals are pharmacologically active

substances and cannot be discounted

as nontoxic because they are “natural”.

The marketing and use of natural prod-

ucts for health maintenance or to self-

treat benign conditions raises ethical

questions around safety, efficacy, cost,

and risk-benefit ratio. Self-treatment

with natural products for more serious

conditions is ofgreater concern because

of the increased potential for interac-

tions with prescription drugs as well as

the replacement or delay of proven

therapies. Table 1 lists some natural

products and their common indica-

tions.

Herbals are

pharmacologically active

substances and cannot be

discounted as nontoxic

because they are

“natural”.

Forms Used
Herbal products come in the fol-

lowing forms depending on the in-

tended use:

• Bulk herbs are the raw plant mate-

rial, either fresh or dried, and are

used to brew teas, infusions or de-

coctions. This form is generally the

cheapest.

• Teas are the weakest of the herbal

preparations. They are prepared by

steeping fresh or dried herbs in

boiled water for about 10 minutes.

• Infusions are stronger teas made by

steeping for at least 20 minutes.

• Decoctions are stronger than infu-

sions. They are made by boiling

then simmering the plant material

in water for 20-30 minutes and

then strained.

• Tinctures are made by extracting

bulk herbs with a mix ofwater and

alcohol or glycerin and can be taken

straight or added to beverages such

as fruit juices.

• Capsules and tablets are popular be-

cause of their convenience. Most

any form of the herb can be used

to produce a highly concentrated

extract.

Regulation

From a regulatory perspective,

natural products are dietary supple-

ments and have the legal status of as-

paragus. Dietary supplements do not

need to be proven safe or effective nor

do they need to contain a minimum
amount of active ingredients in order

to be marketed. The Dietary Supple-

ment and Health Education Act

(DSHEA) of 1994 allows manufactur-

ers of natural products to make claims

regarding the ability of their products

to alter (physical) structure or function.

They cannot claim treatment, diagno-

sis, cure or prevention of disease. For
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example, a label can state that the prod-

uct “can enhance heart function”, but

not that it “is useful in the treatment

or prevention of heart disease.” It is

common for consumers to misinterpret

labels and believe claims associated

with the product to be approved by the

Food and Drug Administration (FDA).

DSHEA states that herbal products can

remain on the market if they do not

make specific health claims and have

not been proven to be unsafe. Flerbal

supplements do not require testing for

safety or effectiveness in meeting their

claims prior to being put on the mar-

ket. As a result, the supplement in-

dustry has become increasingly

aggressive in making certain health

claims. Few products have been tested

in well-designed randomized, double-

blind clinical trials. Most of the re-

search has been done in Europe with

Germany leading the way with the es-

tablishment of Commission E. Com-
mission E is the interdisciplinary

commission of scientists and health

professionals charged by the German

government with reviewing herbal

medicines.

While the natural products indus-

try is moving to police itself, there are

no universal standards for quality, phar-

macological activity, or purity for

herbal supplements in the United

States. The FDA does not test prod-

ucts for contaminants or quantities of

advertised active ingredients. Indepen-

dent tests of herbal supplements have

found wide variations in the quantity

ofactive ingredients, with some supple-

ments containing little or none. The

presence of contaminants is of particu-

lar concern. Heavy metals, prescrip-

tion drugs such as corticosteroids,

digoxin, benzodiazapines and toxic

compounds have been found in herbal

preparations. This is a particular prob-

lem with products imported from

Asia. 3 The FDA has proposed new

rules regarding the examination of

health claims and labeling of dietary

supplements to ensure accuracy and

consistency. Although the proposed

new rules do not change the DSHEA
regulations, they will put additional

requirements into place and may clarify

allowable health claims.

Dosage and Standardization

Herbal products are available in a

variety of dosages due to the lack of

legal standards in these products’ har-

vesting, processing, and packaging and

in the paucity of clinical trials identi-

fying the active ingredients in the herb.

Some standardized products are avail-

able in the United States. A product is

considered standardized when a guar-

anteed level of a certain constituent or

group of constituents from the herb is

present in the Final product. This level

is usually expressed as a percentage of

the weight of the extract. Extracts of

an herb are standardized to contain a

certain percentage of its active ingre-

dient, if it has been identified. If the

active ingredient is not known, a ma-

jor component or a class of compo-

nents may be used instead.

Standardized extracts are the primary

form used in Europe.

A thorough medication

history including an

individuals use of

prescription and non-

prescription medications

should now also include

specific questions directed

at the patient's use of

naturalproducts and

nutritional supplements.

In the Office Setting

Natural products are ubiquitous

and have the potential for causing ad-

verse effects in the following ways:

• Toxicity of main constituents

• Contamination with drugs, heavy

metals, pesticides or microorgan-

isms

• Allergic reactions

• Mistaken plant identities

• Drug interactions

The potential for drug-herb inter-

actions may prove to be the most chal-

lenging issue confronting the office-

based physician. In determining why
a young woman has become pregnant

despite use of an effective oral contra-

ceptive, would a physician consider if

she has started using St. John’s wort for

depressive symptoms? A patient stabi-

lized on warfarin has developed unex-

pected bleeding. Would his health care

provider inquire if he has recently

started gingko biloba? A 50 year-old

male patient taking a tricyclic antide-

pressant for a diabetic neuropathy has

developed a significant increase in his

blood pressure. Would the physician

consider whether he has started using

yohimbine for erectile dysfunction?

The answer to these questions would

probably be no. Interactions between

natural products and prescription or

nonprescription drugs are not widely

known. Many reports of herb-drug

interactions are sketchy and lack labo-

ratory analysis of the suspected prod-

ucts. As previously mentioned, natural

products’ labels do not always accu-

rately list all their contents. Adverse

effects or interactions associated with

a specific herb may actually be due to

a contaminant or added ingredient.

The key to preventing and identi-

fying any drug-related problem has al-

ways been a complete database of all

medications. A thorough medication

history including an individual’s use of

prescription and non-prescription

medications should now also include

specific questions directed at the

patient’s use of natural products and

nutritional supplements. Since many

individuals do not consider natural

products to be “drugs” they may not

remember to include them on their

medication lists. David Eisenberg sug-

gested a step-by-step approach to dis-

cuss alternative medical treatments

with patients proactively.
2

• Use neutral nonjudgmental terms

when asking specifically about the

use of natural products, couched in

simple questions. For example,

“What else are you doing to take

care of your health?” or “Many

people are taking herbs or natural

products for a variety of reasons.

Are you taking any like this or are
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you considering taking any?”

Avoid terminology such as “Alter-

native,” “complementary” or “un-

orthodox.” These can be perceived

as judgmental and inhibit discus-

sion.

For patients using natural products,

record the dosage, duration of use,

the intended reason for using each

product, perceived benefit and any

side effects experienced.

If the patient cannot recall all natu-

ral products or dosages taken, re-

quest him/her to bring that infor-

mation at the next appointment.

Treat the patient as a partner in de-

termining any problems associated

with the use of herbal remedies.

Once the use or intended use of

herbal products has been estab-

lished, evaluate the safety and ap-

propriateness of their use by the

patient.

Caution should be taken when pa-

tients are using combinations of

natural products and conventional

medications that may produce

similar effects. Many herbal prod-

ucts including garlic, ginger, gin-

seng, ginkgo and feverfew possess

some antiplatelet properties and

should be not be used with drugs

such as warfarin or aspirin which

are commonly prescribed in older

persons for heart disease and stroke.

In patient education - again, deliv-

ered with sensitivity to the patients’

reasons for using herbals - discuss

the following topics:

- the lack of quality regulation and

standardization of natural

products

- potential natural product related

problems associated with

the patient’s medical condition

and medications

- the lack of information on

interactions

- the need to report any problems

associated with the use of the

product

- the importance of continuing to

take prescribed medications.

Discourage the use ofproducts with

known toxicity.

For uncommon natural products

that the patient is taking, consult

with pharmacists or drug informa-

tion centers regarding standard use,

dosage form, dose, dosing fre-

quency, side effects, and potential

impact on conventional treatments

and all disease states. A list of in-

formation resources and a patient

handout are provided at the end of

this article.

Review the patients’ allergies with

Continued on page 348

Organizational Sources of professional and patient

information on Dietary Supplements

• American Dietetic Association

National Center for Nutrition and Dietetics

phone: (900)-225-5267

www.eatright.org

• American Botanical Council

P.0. Box 1443454

Austin, TX 78714-4345

phone: (512) 926-4900 or (800) 373-7105

www.herbalgram.org

• American Herbal Pharmacopia

PO. Box 5159

Santa Cruz, CA 95063

phone: (831)461-6317

www.herbal@got.net

• The Dietary Supplement, a newsletter updated monthly

www.thedietarysupplement.com

• Food and Drug Administration

Department of Health and Human Services

Rockville, MD 20857

www.fda.gov/fdahomepage.html

• NAPALERT (National Products Alert Database Program for Collaborative

Research/Pharmaceutical Sciences)

College of Pharmacy

University of Illinois

phone: (312) 996-2246

www.info.cas.org/onlinecatalog/napalert.html

• National Institutes of Health (NIH), Office of Dietary Supplements

phone: (301)435-2920

www.dietary-supplements.info.nih.gov

• Consumer Lab, reporting on the quaity of selected products

www.consumerlab.com

• A free commercial site with a section for health professionals on herbal

products

www.tnp.org

Books

Blumenthal M, Goldberg A, Gruenwald J, Hall T, et al, eds, (Klein S and

Rister RS trans). The Complete Commission E monographs: Therapeutic

Guide to Herbal Medicines (English translation), American Botanical Coun-

cil, 1998.

Foster S, Tyler V. The Honest Herbal, 4th ed. 1999. Haworth Press, 1999.

Jellin JM (ed). Natural Medicines Comprehensive Database. Therapeutic

Research Faculty, 1999. A web-based version of this textbook is updated

daily.

Tyler V. Herbs of Choice The Therapeutic Use of Phytomedicinals. Haworth

Press, 1994.
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Table 1. A Sample of Natural Products Commonly Used in Rhode Island

NATURAL PRODUCT COMMON USE ADVERSE EFFECT/DRUG INTERACTION

Black cohosh
(Cimicifuga racemosa)

Not proven

Menopause symptoms
PMS, dysmenorrhea

Gl upset, headaches, CV depression, hypotension

No proven drug interaction

Contains tannins, may reduce iron absorption

Echinaccea

(Ecinaccea Angustifolia,

Echinaccea Palida)

Shown effective immune system
stimulation, treating the common
cold

No adverse effects or drug interactions reported

May be immunosuppressive with prolonged use
(more than 6-8 weeks); not recommended for

patients with autoimmune disease

Feverfew

(Tanacetum parthenium)

Shown effective in

Prophylaxis and treating of

migraine.

Possible Gl effects, may stimulate menstruation,

contraindicated in pregnancy and lactation,

Contains tannins-may reduce iron absorption

Caution with anticoagulants-may increase bleeding

Caution with antiplatelet medications-may reduce

platelet aggregation

No documented problems

Gingko
(Gingko biloba)

Shown to increase peripheral blood

flow; used in treatment of

intermittent claudication, hyperviscosity

cerebreal vascular insufficiency,

dementia, tinnitus, vertigo

Large doses needed to be effective, may cause Gl

upset, inhibits platelet aggregation-caution with

anticoagulants and aspirin. Caution with chronic use.

Garlic

(Allium satvum)

Large doses shown effective in slightly

reducing cholesteroal. LDL, TG and
increasing HDL; may have

antibacterial, antifungal and
antithrombotic effect; not proven

effective in treating hyperglycemia

Shown to inhibit platelet aggregation. May interact

with anticoagulants. Rarely causes allergic reaction.

Heat and acid destroy active ingredients.

Glucosamine

(glucosamin sulfate)

The combination of Glucosamine
and chondroitin has been shown to

have some modest benefit in the

treatment of degenerative joint

disease.

May reduce effectiveness of diuretics.

May be associated with increased blood glucose

levels in diabetics.

Ginseng
(Panax ginseng-Korean

ginseng; Panax quinquefolium-

American ginseng)

NOTE: Siberian ginseng is a

different species

Not proven

Used as an adaptogen, not effective

as an aphrodisiac

Contents of commercial products vary widely and are

often adulterated

Headache, insomnia, palpitations, nervousness,

excitation, estrogenic effects,

Caution with hypertensives,

decreased effectiveness of diuretics (furesemide),

may decreasae efficacy of warfarin.

Kava
(Piper methylsticum)

CNS depressant effects

Shown effective in treatment of

insomnia and anxiety

Prolonged use causes eye disturbances, skin

yellowing, dryness and scaling-reversed with

discontinued use,

Potentiates alcohol and other CNS depressants, note

may increase sedation caused by antihistamines

Contraindicated in pregnancy, lactation, depression

Discontinued use two weeks prior to surgery due to

possible interaction with anesthesia

St. John’s Wort
(Hypericum perforatum)

Shown to be effective in treating

mild to moderate depression, sleep

disorders and anxiety

May cause photodermatitis

Do not use with drugs that increase photosensitivity.

Reduces concentrations of digoxin, OCP, indinavir,

and cyclosporin. More drug interactions likely to be

identified in the future.

Has not been shown to have MAO inhibitor activity.

Discontinue drug 2-3 weeks prior to surgery may
alter heart rate or BP.

Potential to causes serotonin syndrome if taken with

SSRIs.

Saw Palmetto

(Serenoa repens)

Shown effective in treatment of

benign prostatic hyperplasia (BPH)

Possible anti-inflammatory

NOT proven useful to prevent male

baldness

No known drug interactions

May cause stomach upset

Effect on other hormone therapy unknown
May inhibit iron absorption

Soybeans
(Glycine max)

Proven useful in reducing heart

disease risk.

May be useful, but not proven, in

treating menopausal symptoms,
prevention of osteoporosis, breast

cancer and diabetic nephropathy

Rare allergic reaction

Possible Gl upset

Reduces absorption of levothyroxine-should be taken

2-3 hours prior to soy consumption
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FOR PATIENTS: NATURAL PRODUCTS, HERBS
AND NUTRITIONAL SUPPLEMENTS

Important suggestions for people who take or plan to take natural

products, herbs or other nutritional supplements:

* Tell your doctor, pharmacist, and other health care providers ALL

products you are taking: prescription medicines, vitamins, minerals, herbs,

other nutritional supplements and all over-the-counter medications. There

may be important interactions that you need to know about.

* Contact your doctor or pharmacist if you have ANY side effect (or

reaction) linked to a product even something like changes in the color of

vour urine. Stop taking the suspected herb or supplement until you can

reach your doctor or pharmacist.

* Some natural products, herbs or other nutritional supplements may cause

dangerous complications during surgery such as increased bleeding,

irregular heart rhythm, and extended operating time of anesthesia. Talk

with your doctor about the best time to stop taking the herb or other

product prior to surgery.

Use only high-quality, certified or standardized products. Avoid foreign

sources unless advised otherwise by your doctor. Some foreign products

contain toxic contaminants.

Take only one new product at a time, so that you can determine your

body’s response.

Get to know as much as you can about any herb, supplement, or

medicine you are planning to take. Read as much as possible and ask

questions.

Most medical experts recommend that you begin with a very mild dose of

supplement or herb, generally 1/2 (or less) of the recommended dose.

If you are diabetic, check the effect of your herbal product on your blood

glucose level.

Bring information on the products you are taking (such as the products,

packages, or labels) with you to doctor appointments.

is particularly problematic to counsel

patients about is the possibility of tox-

icity with chronic use.

• Document all information in the

patient’s medical record and share it

with all members of the health care

team.

• Report cases of apparent drug and

herb interactions or suspected herb side

effects to: FDA MED WATCH at: 1-

800-FDA- 1088 or at http://

www.fda.gov.

Physicians cannot ignore the sig-

nificance of natural products in every-

day practice. Physicians are encouraged

to educate themselves and their patients

as to the safety and efficacy issues re-

lated to the use of natural products.

special attention to plant and pollen allergies.

Schedule follow-up visits to assess and counsel around

the effects of the use ofherbal products. Herbs are weak

drugs. While commonly-used natural products such as

echinacea are generally safe, other herbal remedies may

possess serious adverse effects (Table 1). The issue that

6 .
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The Role of Fiber in the Diets of Children

Christine M. Hardy MS, RD, LDN, and Randal Rockney, MD

D ietary fiber is indigestible mate-

rial derived from edible plants.

Fiber is classified according to its solu-

bility in water: insoluble fiber does not

absorb much water, while soluble fi-

ber is capable of absorbing a substan-

tial amount of water. Insoluble fiber

includes cellulose, hemicellulose and

lignin. These are found primarily in

the skins or structural parts of fruits

and vegetables and in whole grains or

foods containing whole grains in which

the germ or outer bran has not been

removed during processing, such as

brown rice and whole wheat bread.

Sources of soluble fiber include pec-

tin, gums and mucilages found mainly

in fruit and vegetables. It is also present

in some grains, especially oats and psyl-

lium. Both types of dietary fiber have

been identified has having important

health benefits when consumed in ad-

equate amounts.

Recommended Intake of

Dietary Fiber for Children
The amount of fiber needed by

children varies by the age and weight

of the child. The American Academy

of Pediatrics (AAP) recommends a di-

etary fiber intake of0.5 gram/kilogram

body weight, with a maximum intake

of 35 grams/day. The Food and Drug

food labels make recommendations for

dietary fiber based on energy intake

and do not differentiate between adults

and children. The recommended fi-

ber intake for a 2000 calorie diet is 25

grams/day and 30 grams/day for a

2500 calorie diet, or about 12 grams/

1000 calories. These recommenda-

tions are lower than those of the AAP
when applied to adolescent girls but

considerably higher for young children

when fiber intake is based on estimates

of calorie requirements using the rec-

ommended dietary allowance for en-

ergy.

The food guide pyramid devel-

oped by the United States Department

ofAgriculture (USDA) does not make

specific recommendations for fiber

intake, but an estimate can be made

based on the number of servings and

portion sizes of different types of

foods recommended for consump-

tion. Using this method, estimates

of the recommended intake of di-

etary fiber are similar to those using

the food labels: about 12 grams/ 1000

calories.

Finally, the American Flealth

Foundation has proposed a different

approach to estimating optimal dietary

fiber intake for children using the age

+ 5 method. This guideline estimates

a range of recommendations from a

minimum of 8 grams/day for a 3-year

old to 25 grams/day for a 20-year old.

Using this method, recommended fi-

ber intake for young children is simi-

lar to that of the AAP (0.5 gram/

kilogram) but lower for older children

and adolescents. Table 1 summarizes

the recommendations for optimal di-

etary fiber intake using the four meth-

ods.

Trends and Current Intakes

of Dietary Fiber Among U.S.

Children
Results from a number of epide-

miological studies support a role for

dietary fiber in the promotion of opti-

mal gastrointestinal function, as well

as in lowering the incidence of several

chronic diseases. Since eating habits

and food choices are established in

childhood, it is important to identify

trends in fiber intake in this age group.

Over the past twenty years data on

the dietary fiber intake of U.S. children

have been obtained from several popu-

lation-based surveys. (Table 2) Data

analysis revealed a decline in dietary fi-

ber intake despite a concomitant reduc-

tion in the consumption of total and

saturated fat. Dietary fiber from ready-

to-eat cereals, other grain products and

combination foods increased while the

consumption of fiber from fruits and

vegetables decreased.

Abbreviations Used:

AAP American Academy of

Pediatrics

USDA United States Department

of Agriculture

Dietary Fiber in the Preven-

tion and Treatment of

Constipation

Constipation and the accompany-

ing abdominal pain are frequent com-

plaints among children. This is not

surprising since the average dietary fi-

ber intake for children ranges from 76-

100% of recommended using the age

+ 5 method. Fiber intake tends to be

adequate in early childhood but drops

significantly in adolescence. Adequate

fiber and water intake is essential for

the passage of soft stools on a regular

basis.

Although both types of fiber con-

tribute to optimal gastrointestinal

function, insoluble fiber plays a more

significant role. The presence of in-

soluble fiber in the small bowel re-

duces transit time, and increases stool

weight and frequency. Soluble fiber

absorbs water in the small intestine,

increasing stool size. It also provides

fermentable substrate to colonic bac-

teria. Fermentation of soluble fiber

by these bacteria results in the pro-

duction of short chain fatty acids,

which are utilized as a fuel source by

the colonocytes. This is also a source

of flatulence. The effects of either

type of fiber are influenced by the di-

etary source of fiber as well as other

factors that may be present in the lu-

minal environment.

A number of studies in adults also

suggest a potential role for dietary fiber

in preventing cancer ol the colon, breast,

ovaries and prostate. Development of

healthy eating habits in childhood, in-

cluding increased consumption of high

fiber foods may have both short and

long-term beneficial effects.
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Evidence For a Role of

Dietary Fiber in Treating
Hypercholesterolemia

There is growing evidence to sup-

port a role for soluble fiber in lowering

the low-density lipoprotein fraction of

serum cholesterol. (See Cardiovascular

Disease and Nutrition,” by Charles B.

Eaton and Kim M. Gans). The specific

mechanisms of this lipid-lowering effect

have yet to be identified, but it is likely

that there are several. One proposed

mechanism is related to the absorption

of luminal fat by soluble fiber resulting

in a net reduction in intestinal absorp-

tion. A second possibility, which has

been borne out by numerous studies, is

the increased excretion of bile acids in-

duced by certain soluble fibers. This

increase in bile acid excretion results in

an increased demand for bile acid syn-

thesis with an increased conversion rate

of cholesterol to bile acids. If this con-

version rate exceeds the rate of choles-

terol synthesis then serum cholesterol

levels decrease. Another proposed

mechanism involves the effects of the

increased viscosity of luminal contents

caused by the presence of certain types

of soluble fibers. This more viscous en-

vironment may interfere with absorp-

tion of cholesterol or bile acids in the

small intestine. This property appears

to be related to specific types of fiber. It

is also possible that fiber alters the bile

acid profile by the differential binding

to bile acids which may result in de-

creased absorption or synthesis of cho-

lesterol. Certain types of soluble fiber

may also have a direct effect on choles-

terol synthesis by suppressing lipogen-

esis.

Most of the literature that has ex-

amined the lipid-lowering effects of fi-

ber has been conducted in adults. Only

a few studies have been performed with

children. In most of those pediatric

studies, the sample sizes were small

(n<49), but the observed effects of fi-

ber were similar to those seen in adults.

The Role of Dietary fiber in

the Modification of the
Glycemic Response

There is a decrease in the post-

prandial glucose curve when soluble fi-

ber is included as part of a meal. The

primary contributor to this reduction

appears to be the delay in gastric emp-

tying that occurs as a result of the in-

creased viscosity caused by the presence

of soluble fiber. Starch digestion is also

delayed, as is the rate ofglucose absorp-

tion in the small intestine. These are

important factors to consider when pro-

viding dietary guidance to individuals

of all ages with diabetes.

Fiber intake tends to be

adequate in early

childhood but drops

significantly in

adolescence.

The Role of Dietary Fiber in

the Prevention and Treat-

ment of Obesity

The incidence of obesity during

childhood is increasing at an alarming

rate. Many factors including genetic,

environmental, and socioeconomic play

a role in the development of obesity.

From the perspective of dietary intake,

total caloric intake has not been associ-

ated with obesity, but total fat intake

has been identified as a factor. An in-

verse correlation seems to exist between

the rate of obesity and total dietary fi-

ber intake in some developing countries.

Conversely, the incidence of obesity in

developed countries is high while fiber

intake is relatively low. This relation-

ship appears to be due to the effects of

fiber on food intake, digestion and ab-

sorption of nutrients, and carbohydrate

metabolism.

As mentioned previously, the pres-

ence of high fiber

foods in the gas-

trointestinal tract

appears to modu-

late carbohydrate

metabolism
through several

mechanisms.
These mechanisms

also include blunt-

ing of the insulin

response that may

affect satiety. A diet high in fiber will

also reduce the digestibility of dietary

carbohydrate and protein, decreasing

metabolizable energy. The impact of

fiber on small intestinal transit time, and

subsequent increase in fecal energy losses

further affects availability of nutrients,

especially energy.

The effect of fiber on several aspects

of food intake is probably the most im-

portant denominator in the relationship

between dietary fiber and obesity. Foods

high in fiber are usually low in fat and

total calories. These foods tend to re-

quire more chewing and a longer time

to eat, which results in earlier satiety.

The effects of fiber on gastric emptying

rate may further decrease hunger and

extend satiety.

Few studies have examined the role

of dietary fiber in the prevention or

treatment of obesity in children. The

limited data, however, suggest that

heavier children consume less dietary

fiber, and an adequate fiber intake ap-

pears to be a negative predictor of obe-

sity in children. The main benefits of

fiber seem to be related to its lower ca-

loric density and its effects in maintain-

ing satiety.

Potential risks of a high fiber

DIET IN CHILDREN

Ironically, the same effects of fiber

that are perceived as beneficial in the

prevention and treatment ofobesity also

may be considered harmful in certain

populations of children. Foods that are

high in fiber tend to be bulky, have re-

duced energy density, and require more

chewing than low fiber foods. This com-

bination of factors can cause early sati-

ety and decreased energy intake; raising

the risk that there may be insufficient

energy consumed for growth. This is

Table 1 . Recommendations for fiber

intake during childhood

Organization Recommended Daily Intake

American Academy of Pediatrics 0.5 gm/kilogram

Food & Drug Administration 12 gm/1000 calories

U.S. Department of Agriculture 1 2 gm/1 000

calories

American Health Foundation Age + 5 (grams)
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children oflow income households who

may have a nutritionally inadequate

diet, and children consuming a vegan

diet of poor quality or quantity are con-

sidered to be at higher risk of develop-

ing deficiencies related to consuming a

high fiber diet.

Practical considerations

Using the age +5 guideline sim-

plifies estimating fiber requirements for

children. It is a useful tool for health

care providers to educate the caregivers

of children, including parents, teachers

and other child-care providers, as well

as the children themselves. Increasing

the fiber content of a child’s diet should

be done gradually. This will avoid the

gastrointestinal discomfort (cramping,

bloating, gas, diarrhea) which can re-

sult from a sudden increase in dietary

fiber. Adequate water intake is also es-

sential to improve intestinal transit and

aid in increasing stool mass.

It is now quite easy to estimate di-

etary fiber requirements for children; how-

ever, it may not be as simple for many

children to have access to foods that are

the best sources of this fiber. Fruits, veg-

etables and foods containing whole grains

are often more expensive than their low-

fiber substitutes and are less accessible to

families living on a limited income. This

will affect the nutritional adequacy oftheir

diets. It is important to take a family’s

financial resources into consideration

when making recommendations to in-

crease fiber intake.

Meeting the goal for dietary

FIBER

whole grains, can provide enough fiber

to meet recommendations for different

age groups. Including five age-appropri-

ate servings of fruits and vegetables plus

four to five servings ofwhole grain bread,

pasta or rice will easily provide enough

fiber for all age groups. It is also possible

to increase the fiber content of the diet

by adding unprocessed wheat, oat or rice

bran or wheat germ to prepared foods

such as mashed potatoes or casseroles in

the event that children find other high

fiber foods less appealing. Table 3 lists

some fiber-containing foods for children.

350

A diet that includes a variety of

foods, including fruits, vegetables and

Web sites for more information:

The American Dietetic Association:

http://www.eatright.org

USDA Center for Nutrition Policy and Promotion:

http://www.usda.gov/cnpp/

http://www.usda.gov/cnpp/kidspyra/

The American Academy of Pediatrics:

http://www.aap.org

ofparticular concern in the child younger

than five years of age. The increased in-

testinal transit role associated with foods

containing insoluble fiber reduces the

time nutrients are exposed to the intesti-

nal brush border, decreasing nutrient di-

gestion and absorption. This results in

increased fecal energy losses. Few stud-

ies have examined this effect of fiber in

children, but it appears that the magni-

tude of this effect is relatively small and

is probably insignificant in

children with a nutritionally

adequate diet.

Certain fibers also in-

terfere with bioavailability

ofsome minerals. The pres-

ence of phytates derived

from some high fiber foods

form insoluble compounds

with minerals, especially

calcium and zinc. Other

foods contain oxalic acid,

which interferes with iron and calcium

absorption. There is, however, a com-

pensatory increase in intestinal absorp-

tion of minerals if the amount of fiber

in the diet is increased slowly. The ma-

jority of children in the United States

do not appear to be at risk of compro-

mising growth or mineral nutrition by

consuming a diet high in fiber. Chil-

dren less than five years of age, adoles-

cents who eat a mineral-poor diet,

Table 2. Trends in dietary fiber intake

during childhood

Age (Yr) 1977-1978 NFCS* 1987-1988 NFCS 1994-1996 NHANES#
mean intake (gm/day)

2-5 8.9 8.2 9.6

6-11 12.1 11.5 13.1

12-18 males 15.2 14.0 17.4

12-18 females 11.0 10.6 13.0

‘National Food Consumption Survey

#National Health and Nutrition Examination Survey

Table 3. Fiber containing foods for Children

Food Amount Grams of Fiber

Grains

Raisin bran cereal 1 cup 7

Whole wheat biscuit cereal 1 cup 6

Oatmeal 1 cup cooked 4

Whole wheat bread 1 slice 2

Bran muffin 1 small 2

Fruit filled cereal bar 1 1

Vegetables

Baked beans 1/2 cup 10

Cooked green peas 1/2 cup 4

Cooked broccoli 1/2 cup 2

Cooked carrots 1/2 cup 2

Baked potato 1/2 medium 2

Fruits

Apple with peel 1 medium 3

Orange 1 small 2

Strawberries 1/2 cup 2

Raisins 1/4 cup 2
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Physician-Delivered Nutrition Counseling:

Why and How?

Christopher Sciamanna, MD, Kim M. Gans, PhD, MPH, LDN, and Michael G. Goldstein, MD

D iet is one of the most common
topics addressed by physicians in

counseling their patients. Nearly one

in four patients report receiving some

diet counseling during their visit.
1

Nevertheless, many physicians are un-

clear about how to provide such coun-

seling. In this review, we will discuss

the importance of dietary counseling,

and ways to do it during a brief office

visit, applying this information to the

context of a typical patient with high

blood cholesterol.

Nutrition Counseling - Why
do it?

• Importance of Counseling

Eight ofthe leading causes ofdeath

in the United States are nutritionally-

related; e.g., heart disease, certain can-

cers, obesity, stroke, hypertension, and

Type 2 diabetes mellitus.

• Effectiveness of Counseling

Physicians can help patients

change behavior, including diet.
2,3 En-

couraging patients to make dietary

changes can help prevent or treat health

problems such as obesity, hypertension,

and high blood cholesterol, and

dietary counseling has been

shown to reduce medication

costs.

• Barriers to Counseling

Physicians cite several bar

riers to providing nutrition counseling

in office settings, including insufficient

time, training, counseling expertise,

reimbursement and optimism about

people’s ability to change their diet.
7,8

• Patients’ Perspective on Counseling

Patients consistently report preven-

tive services as a high priority for their

health care and want physicians to pro-

vide life-style recommendations includ-

ing nutrition counseling. Patients, rather

than being alienated by physician in-

quiry about life-style, expect and may

even welcome it.
5 Patients also cite

physician’s failure to give such informa-

tion as reasons not to request preven-

tive services. Diet counseling ofpatients

can strengthen the patient-physician re-

lationship, enhance the quality of care

received, and enhance the patient’s sat-

isfaction with treatment. 6

Abbreviations Used:

ADA American Dietetic Association

CPCP Center for Primary Care and

Prevention

HEI Healthy Eating Index

Nutrition Counseling - How
to do it?

The following principles of “pa-

tient-focused’’ behavioral counseling

can help doctor-patient communica-

tions more effectively address lifestyle

changes including dietary change. 9

1. Accept the patient as he is.

2. Acknowledge that the patient has

some answers.

3. Build the patient’s confidence.

4. Set realistic expectations for selfand

patient.

5. Share responsibility.

With the principles of patient-fo-

cused counseling in mind, here are the

steps of Behavioral Counseling, orga-

nized into “The Five A’s of Behavioral

Counseling,” adapted from the Na-

tional Cancer Institute’s Four A’s (Ask,
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Advise, Assist, Arrange) of smoking

cessation counseling. 1011

A major tenet of behavioral coun-

seling is the Transtheoretical Model’s

stages of readiness to change, which

presumes that individuals go through

five stages (precontemplation, contem-

plation, preparation, action, mainte-

nance) on their way to making

permanent behavioral changes. Dietary

advice should vary with the patient’s

readiness. For example, a patient in

precontemplation, who does not plan

to make any dietary changes soon,

would not be ready to set dietary goals.

Advice for such patients may include

increasing their awareness of the effect

of diet on blood cholesterol. In con-

trast, a patient in preparation would

be ready to discuss dietary changes.

1. ADDRESS THE AGENDA
Express the desire to talk about the

patient’s eating habits. For example,

“I’d like to talk with you about how

you are eating, because it can affect

your blood cholesterol and your

weight.’’ Sometimes behavior modifi-

cation discussions can seem like they

come out of nowhere - this broaches

the topic in a friendly way, making no

assumptions as to the quality of a

patient’s diet.

2. ASSESS

a. Behavior level.

Before giving nutrition advice,

you must know the patient’s current

eating pattern. It is difficult to assess a

patient’s diet with a question or two.

One approach is to do a quick 24-hour

recall by asking patients to recall ev-

erything they ate yesterday (or in a re-

cent typical day). Be sure to ask about

condiments added to foods, methods

of food preparation and portion size.

This will give you information on meal

patterns and snacking, food choices

and preparation, i.e. if they are eating

high fat foods, adding fat in prepara-

tion, and/or eating large portion sizes.

Then you can compare the patient’s

eating pattern to the food guide pyra-

mid and dietary guideline recommen-

dations (Figure 1). (See Eaton and

Gans, “Cardiovascular Disease and

Nutrition,” this issue.)

You (or the patient) can also enter

on the Internet one day’s dietary in-

take into the Interactive Healthy Eat-

ing Index (HEI), an online dietary

assessment tool. The HEI automati-

cally “scores” the overall quality of the

eating pattern in terms of its compli-

ance with the food pyramid as well as

fat, saturated fat, cholesterol and so-

dium guidelines. Specific suggestions

are also given on how to make dietary

changes. You can access this tool at

www. usda.gov/cnpp/

There are also several written and

computerized self-assessment tools that

patients can complete at home or in

the waiting room. These provide “user

friendly” information on which dietary

changes maybe needed. (Table 1) Phy-

sicians can adapt questions from these

brief surveys to ask verbally.

b. Readiness to change.

• “Have you thought about chang-

ing your diet at all?”

• “How much do you want to change

Figure 1 . Resources for professional and patient information about nutrition

Books and articles

* Krauss RM, Deckelbaum RJ, Ernst N, et al. Dietary guidelines for healthy American adults. A statement for health

professionals from the Nutrition Committee, American Heart Association. Circulation 1996:94:1795- 800.

* Step by Step: Eating to Lower Your Blood Cholesterol. Report of the National Heart, Lung, and Blood Institute.

Washington, DC. 1994.

* Counseling to promote a healthy diet. Guide to clinical preventive services. 2nd ed. Baltimore (MD): Williams &

Wilkins: 1996:625-42.

* Nutrition recommendations and principles for people with diabetes mellitus. Diabetes Care 1999 Jan;22(Suppl 1):S32-5.

* Hark L, Deen DJr. Taking a nutrition history: a practical approach for family physicians. Am Fam Physic 1999;59:

1521-8, 1531-2.

Web Sites For Dietary Guidelines, Food Guide Pyramid and Interactive Healthy Eating Index.

* USDA Center for Nutrition Policy Promotion (www.usda.gov/cnpp/)

* USDA Food and Nutrition Information Center (www.nal.usda.gov/fnic/)

* American Heart Association (www.amheartrt.org) and (www.deliciousdecisions.org)

* American Diabetes Association (www.diabetes.org/)

* American Dietetic Association (www.eatright.org/fgp.html)

* American Medical Association (www.amaassn.org/insight/gen_hlth/nutrinfo/part1.htm)

* National Heart, Lung and Blood Institute (www.nhlbi.nih.gov/)

* Dietary Approaches to Stop Hypertension (DASH) (dash.bwh.harvard.edu/)

* Tufts University Nutrition Navigator (ratings and links to many nutrition sites) (navigator.tufts.edu/)

* Centers for Disease Control (www.cdc.gov)

* Brown University School of Medicine Nutrition Academic Award (includes links to many sites) (biomed.brown.edu/

courses/nutrition)

* American Cancer Society (www.cancer.org/index.html)
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Table 1 . Self-Assessment Patient Diet Tools

1. Rate Your Plate.

Researchers at the Brown University Center for Primary Care and Prevention

(CPCP) at Memorial Hospital of Rl have developed a brief eating pattern

questionnaire, Rate Your Plate, that asks about food habits related to blood

cholesterol lowering (e.g., intake of meat, milk, sweets, etc.).
1216 Users are

scored on a 21-63 point scale; individual scores can identify areas in need of

changing. This tool can be used for counseling and goal setting as well as

assessment, and has accompanying patient education materials. A web-

based version and versions for other health conditions are being developed.

Contact the CPCP at (401) 729-2894 for more information.

2. American Dietetic Association (ADA).

(www.eatright.org/pr/pressnnm98f.html).

This site provides a brief instrument that examines the frequency of eating

practices, focusing on the Food Guide Pyramid. Diets are scored on a 0-24

point scale; an individual’s score can identify areas in need of changing.

This site is not interactive; users must score themselves.

3. American Medical Association

(www.amaassn.org/insight/yourhlth/pernutri/checkeat.html).

This site provides another brief instrument, much like the ADA one, with slight

differences in eating practices but with the addition of interactivity. Users

receive their scores (ranging from 5-14) instantly and then are prompted to

examine the areas in need of improvement.

e. Reasons for changing or maintain-

ing behavior.

• “What are the positive (negative)

things about the way you eat now?”

• “What are the positive (negative)

things about making a change in

your eating habits?”

Try to understand the patient’s

attitudes and motivations. Mrs. R may

have had a brother diagnosed with

heart disease or another incentive for

changing her diet that you could not

have imagined. Many people know

that they have unhealthy eating hab-

its, but are ambivalent about change.

Allowing them to discuss both sides of

the issue can help them to convince

themselves to change, but it can also

uncover barriers (e.g., someone who

eats out a lot) or opportunities (e.g.,

has trouble affording cholesterol medi-

cations) that may not have been un-

covered otherwise. Letting the patient

discover these issues is much more

powerful than preaching to them.

your diet right now, on a scale of

1 - 10 ?”

An open-ended question such as

the First will often lead to an eye-open-

ing discussion about the patient’s atti-

tudes toward behavior change,

experience with past behavior change

and plans for future change. A close-

ended question like the second can also

be useful and can be followed up later

by asking “What would make you

more ready to change your diet right

now:

c. History of change efforts

• “Have you ever tried to cut down

on the amount of fat you eat?”

• “What was that like?”

In behavior change, repeated trial

and error provides the learning neces-

sary to change for good. If the patient

ate lower fat snacks and desserts for 6

months, you should congratulate him/

her (build confidence), ask how s/he

did it and what led to his/her chang-

ing back to higher fat choices after 6

months. If the patient went back to

eating fatty snacks and sweets because

of problems making lower fat choices

at parties and restaurants, this is a great

opportunity for problem-solving.

d. Knowledge of risks.

• “What do you know about the link

between what you eat and your

health?”

• “I see that your cholesterol is high.

What do you know about how your

eating habits can affect your cho-

lesterol?”

• “It seems that your weight is a little

high. What do you know about

how your eating habits can effect

your weight?”

Nutrition knowledge varies

widely. Data from 1994 showed that

60% of people knew about the dietary

fat-heart disease link, though less than

10% knew about the saturated fat-

heart disease link.
13 The recent em-

phasis on dietary fat restriction has

covered up the important differences

between types of fat; this is a chance

to make those clear. In counseling,

every opportunity to personalize the

message to the patient.

3. ADVISE
“As your doctor, I need you to know

that reducing the saturated fat and

calories you eat is important for

your health because it will help you

decrease your blood cholesterol and

maintain a healthy weight.”

Strong, clear and personalized ad-

vice is best. Personalizing the message

plays to the strengths of the clinician

who knows the patient well and his/

her medical history. Given the fre-

quency of the diseases related to diet,

most patients in adult practice will have

a specific reason for changing their diet.

4. ASSIST

a. Offer to correct misunderstandings

and provide new information

• “Would you like to talk about food

choices that would be better for

your health?”

The above quote may seem too

passive for many physicians, but it

focuses the counseling on the patient

instead of on the physician. Though

the word “physician” means teacher,

you must First know whether or not

Vol. 83 No. 1 1 November 2000



you have a willing pupil. If the answer

is “yes,” you may use it as a chance to

explain the differences between satu-

rated and unsaturated fats and how
replacing high-fat snacks and sweets

with lower fat substitutes or using veg-

etable oils like Canola or olive oil, liq-

uid or tub margarines would be better

choices than butter or stick margarine.

b. Express empathy
• “It is understandable that you

might not want to take steps to

change right now.”

• “Changing your diet can be diffi-

cult.”

Some people believe that empathy

may give the patient an “easy way out”

- that if you prepare them for the pos-

sibility of failure, they will fail. In a

study by Safran et ah, one of the most

powerful predictors of patient compli-

ance with medications was a feeling

that “my doctor cares about me as a

person.” 14 Empathy for the difficulty

of behavior change is a part of success-

ful behavior counseling.

c. Address barriers to change.

• “What might make it difficult for

you to eat less saturated fat?”

• “Can you think ofways to overcome

your craving for sweets, or choose

sweets that may be lower in fat?”

Problem- solving is a critical part of

behavior change. First, identify barriers

to making the dietary change - typically

of two types: (1) attitudes that maintain

the problem behavior (e.g., “I don’t like

vegetables”) and (2) triggers - situations

or feelings that lead to the problem be-

havior (e.g., “When I go out to dinner, I

always eat too much”). After identifying

the problems, discuss ways that the pa-

tient may overcome the barrier. You need

not have all the answers - remember that

the patient has many of them. In this ca-

pacity, the physician may serve as a “fa-

cilitator” rather than a “lecturer.” People

who have more positive attitudes about

dietary change or who feel more confi-

dent about dealing with their triggers are

more likely to change their behavior.

d. Consider smaller steps toward the

ultimate goal.

• “It is difficult to make big changes

in how you eat all at once. Can you

think ofany small changes you can

make now?”

. . neither the patient

norphysician should

view the counseling

session as particularly

This is especially true for

precontemplators - people who are not

ready to change. For them, simply

thinking about the reasons they have

for changing would qualify as a step

forward, as they are most likely still

defending their habits. Encouraging

more fruits and vegetables is often a

good first step, as this is a positive

change rather than a sacrifice. Increases

in fruits and vegetables can lead to de-

creases in other higher fat foods such

as sweets and meats. Be as specific as

possible. “How do you think you could

eat more fruits and vegetables?” For ex-

ample, eating a larger portion of veg-

etables at dinner, adding a fruit at

breakfast and for a snack, etc.

e. Make goal(s) clear.

• “Now I’d like us to set a goal for

what you will do before you see me

again. From what you’ve told me,

you are going to eat more fruits and

vegetables by adding fruit to your

breakfast, eating fruit for a snack

and eating a larger portion of veg-

etables at dinner. Does that sound

like a reasonable goal?”

Again, be as specific as possible,

so the next time you see the patient,

you won’t have to go through a lengthy

assessment a second time. You’ll be

able to say: ‘When I last saw you, you

agreed to work on adding a fruit to

your breakfast, eating a fruit for a snack

and eating a larger portion ofvegetables

at dinner. How did that go?”

In addition, when the goal is clear,

you can give targeted patient informa-

tion, instead of a generic guide to

healthy eating. The patient will be

more likely to listen — believing that

it is more specific to his/her situation.

You can also give out patient edu-

cation materials and suggest additional

resources such as the Rhode Island

Department of Health’s Nutrition

Hotline (1-800-624-2700), quality

nutrition web sites (Figure 1), or refer

to a dietitian.

f. Refer interested patients.

• “It seems that you’re eating too

much saturated fat, which may be

the reason why your cholesterol is

high. First, I would like to help you

try to improve your eating habits,

before I consider giving you medi-

cations. If you need medications,

they work much more effectively if

you’re eating a heart healthy diet. A
nutritionist can help you make

changes in your eating habits. Do
you think you would be interested

in seeing a nutritionist?”

For patients with health problems

that can be improved via a dietary

change, consider referral to a dieti-

tian. Since some patients will not fol-

low through with referrals, asking

about their interest in a nonjudgmental

way allows you to save time and keep

the patient feeling involved in the de-

cision process.

5. ARRANGE FOLLOW-UP
a. Keep the door open for further dia-

logue

• “Is this something you’re willing to talk

about again when you come back?”

Setting the stage for future discus-

sions is critical to maintaining a thera-

peutic doctor-patient relationship.

Repeated “doses” of behavioral counsel-

ing are often necessary over months or

years, and on a variety oftopics aside from

nutrition. Thus, neither the patient nor

physician should view the counseling ses-

sion as particularly stressful. This ap-

proach also reminds patients that they

are an active member of the care team,

thereby encouraging initiative.
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b. Schedule follow-up appointment or telephone call to

further discussion.

• “Would you be willing to schedule another appoint-

ment to talk about how your dietary changes are going

and recheck your cholesterol?”

Scheduling a return visit will help the patient to un-

derstand the importance of making dietary changes and,

like a student held accountable for homework, will encour-

age the patient to follow through on the goals set above.

Conclusion
Providing dietary counseling to your patients takes

time, but is worth the effort in helping your patient to

achieve better health as well as improving the doctor-pa-

tient relationship. Even if you cannot do everything this

article suggests, physician advice alone has been shown to

be more effective that no intervention at all. Combined

strategies including physician advice, patient education

materials and/or referral to a dietitian are likely to be the

most successful in promoting long lasting dietary change.
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CME Background Information

This CME activity is sponsored by Brown University School of Medicine.
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alcohol on lipoprotein levels in preventing cardiovascular disease.

7. Learners will be able to discuss the apparent clinical paradox between the small effects of dietary change on many patients and the

published reports from clinical trial and metabolic ward studies.

8. Learners will be able to list resources that allow them to assess nutrient-herb and herb-drug interactions.

9. Learners will be able evaluate the health claims of common herbals.

10. Learners will be able to list common herbals used in Rhode Island.

1 1. Learners will be able to list common sources of fiber available to children.

12. Learners will be able to describe the role of fiber in preventing constipation.

13. Learners will be able to describe common drug-fiber interactions in children.

14. Learners will recognize the importance and feasibility of conducting dietary counseling with their patients.

15. Learners will discuss two methods for assessing patient’s diets during an office visit.

16. Learners will discuss five principles of patient-focused nutrition counseling.

17. Learners will list at least three nutrition resources.
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Nutrition CME Questions

1. Weight loss occurs on HFHP diets largely because:

a. Dietary fat and protein promote early satiety, leading to decreased ca-

loric consumption.

b. The elimination of carbohydrate content from the diet leads to deple-

tion of glycogen stores, which results in obligate water loss.

c. Decreased insulin secretion, as a result of decreased carbohydrate con-

sumption, inhibits lipoprotein lipase activity at adipose cells, making it

difficult for lipids to be stored.

d. None of the above

2. HFHP diets have which of the following effects on lipid profiles?

a. Total cholesterol, HDL, LDL and triglycerides all typically improve ini-

tially after starting a HFHP diet.

b. The amount of weight loss is not related to changes in the lipid profile.

c. Improvement in blood lipid levels correlates with a decreased risk for CHD.
d. None of the above

3. HFHP diets may contribute to:

a. Increased risk for colon, breast and prostate cancer

b. Osteoporosis

c. Increased risk ofCHD
d. All of the above

4. Which statement best describes the effects of fatty acids on lipoprotein

physiology?

a. Saturated fat acids and trans fatty acids have the same effect on LDL
receptor activity but the opposite effect on HDL cholesterol levels.

b. Monounsaturated fats have no effect on LDL clearance but increase

HDL cholesterol.

c. Polyunsaturated fats (n-3) or omega-3 fatty acids increase LDL receptor

activity and increase HDL cholesterol

d. Polyunsaturated fats (n-6) increase LDL receptor activity and therefore

lower LDL cholesterol and decrease oxidation.

3. Which of the following is true regarding B vitamins?

a. A diet rich in fortified cereals, vegetables and legumes provides an excel-

lent source of B vitamins and folate.

b. Well-designed clinical trials have shown that patients supplemented with

B vitamins and folic acid are less likely to have recurrent coronary heart

disease than those not supplemented.

c. Patients with renal insufficiency do not need B-vitamin supplements.

d. B vitamins such as B12, folate and pyridoxine play an important role in

the metabolism of cholesterol and therefore coronary heart disease risk.

6. Which of the following is true regarding soy protein?

a. Diets rich in soy protein appear to lower total cholesterol, LDL choles-

terol and triglycerides but have minimal effect on HDL cholesterol.

b. Soy protein is potentially harmful because of its antiestrogenic properties.

c. Sources rich in soy include fruits, vegetables and rice.

d. Large quantities (pharmacologic doses) of soy are needed to have any sig-

nificant biologic effect, therefore diets rich in soy have little practical value.

7. Which of the following is true regarding CHD risk in clinical practice?

a. After lowering their saturated fat intake, most patients will experience

reductions in total cholesterol and CHD risk.

b. Replacing saturated fat with carbohydrate or polyunsaturated fats usu-

ally results in raising of HDL cholesterol.

c. HDL cholesterol is not particularly useful in predicting CHD risk.

d. Individual responses to diet do not vary significandy from population norms.

8. Patients are likely to use alternative medicine for the following reasons:

a. dissatisfaction with conventional therapies

b. cultural preference

c. belief in the superiority of natural products

d. all of the above

9. In terms of regulation of herbal products, which of the following

statements is true?

a. There are multiple well-designed clinical trials underway to study drug

efficacy.

b. Most products are standardized, meaning a guaranteed level of constitu-

ents is present

c. A manufacturer can claim that a product enhances the immune system

only after clinical studies have been conducted.

d. There are currently no standards in place regarding the purity or efficacy

of herbal supplements in the U.S.

10. Which of the following characteristics do ginkgo, garlic and feverfew have

in common?

a. active constituents are destroyed by heat and acid

b. effective in migraine prevention

c. interaction with anticoagulants

d. can be used to treat hyperglycemia

1 1. Which of the following statements about fiber is true?

a. Fiber is plant material that cannot be digested.

b. In terms of physiologic efficacy, there is no difference between soluble

and insoluble fiber.

c. Soluble fiber is found predominately in whole grains.

d. Most children need at least 35g of fiber a day.

12. Which of the following is true about the relationship between fiber and

constipation?

a. Soluble fiber plays a more significant role in preventing constipation than

insoluble fiber.

b. Insoluble fiber in the small intestine increases stool weight and frequency.

c. Insoluble fiber provides fermentable substrate for colonic bacteria.

d. Soluble fiber in the small intestine increases stool weight and frequency.

13. True statements regarding high fiber diets in children include:

a. Insoluble fiber reduces nutrient digestion and absorption by increasing

intestinal transit time.

b. Children under 5 years old need to worry less about consuming high fiber

diets than older children.

c. High fiber foods tend to be bulky and thus have increased energy density.

d. None of the above

14. Recommendations for dietary fiber in children include all of the following

except:

a. Adequate water intake is as important as fiber intake.

b. Including more fruits and vegetables in the diet is more important than

trying to incorporate more whole grain breads, pasta or rice.

c. Increasing the fiber content of a diet should be done gradually.

d. Fiber recommendation for children is 5 plus their age, in grams.

15. Which of the following statements is true regarding nutrition counseling?

a. Physicians should offer the same advice regardless of the patient’s readi-

ness to change.

b. The 24-hour recall is the most accurate way to assess a patient’s eating

behaviors.

c. Setting small, clear, achievable goals is more effective than large-scale

lifestyle changes.

d. Follow-up is not as important as initiating discussion.

16. Which of the following is important in counseling patients to make dietary

changes?

a. Set realistic goals.

b. Express empathy for the difficulty of lifestyle changes.

c. Build the patient’s self-confidence.

d. All of the above

17. Before giving nutrition advice, a doctor should:

a. Assess patient’s current eating habits.

b. Determine the patient’s willingness to make changes.

c. Determine the patient’s knowledge of nutrition and its effect on health.

d. All of the above

18. When initiating a discussion about dietary changes with a patient, which of

the following is the best example of the first thing to say?

a. “I’d like you to consider making some changes to your diet.”

b. “Would you like to talk about food choices that would be better for your

health?”

c. “I’d like to talk with you about how you are eating, because it can affect

your blood cholesterol and your weight”.

d. “Have you thought about making any dietary changes?”
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Nutrition CME Registration Form
Circle one response for each question.

1. A B C

2. A B C

3. A B C

4. A B C
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7. A B C

8. A B C

9. A B C

10. A B C
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12. A B C
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14. A B C
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18. A B C

D

D

D

D
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D
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D
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D

D

D

D
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Print or type

Name

Address

City, State, Zip

Phone ( )

Fax ( )

e-mail

Hospital Private Practice Resident Intern

Other

Deadline for Submission
For credit to be received, please mail your registration with $25 fee to Office

of Continuing Medical Education, Brown University School of Medicine, Box G-

A2, Providence, RI 029 12. Submit your answers no later than November 30, 200 1

.

Keep a Copy for Your Files.

Retain a copy of your answers and compare them with the correct answers,

which will be made available upon request, and receipt of submission requirements.

Evaluation

Please evaluate the effectiveness of the CME activity on a scale of 1 to 5 (1 being poor; 5 being excellent) by circling your

1. Overall quality of this CME activity 1 2

2. Content 1 2

3. Format 1 2

4. Faculty 1 2

5. Achievement of educational objectives

* Learners will be able to list popular High Fat, High Protein diets and the proposed mechanism given by

the proponents of such diets. 1 2

* Learners will be to articulate the typical metabolic response to high fat, high protein diet, calorically

restricted diet and be able to discuss why short term weight loss usually occurs. 1 2

* Learners will be able to describe the potential long-term health consequences of a high fat, high protein diet. 1 2

* Learners will be able describe at least three scientific studies that demonstrate that diet is important in

preventing cardiovascular disease. 1 2

* Learners will be able to describe the mechanism by which fatty acids effect lipoprotein metabolism. 1 2

* Learners will be able to discuss the importance of fiber, B vitamins and folate, soy protein, phytoestrogens,

antioxidant vitamins, and alcohol on lipoprotein levels in preventing cardiovascular disease. 1 2

* Learners will be able to discuss the apparent clinical paradox between the small effects of dietary change

on many patients and the published reports from clinical trial and metabolic ward studies. 1 2

* Learners will be able to list resources that allow them to assess nutrient herb and herb drug interactions. 1 2

* Learners will be able to evaluate the health claims of common herbals. 1 2

* Learners will be able to list common herbals used in Rhode Island. 1 2

* Learners will be able to list common sources of fiber available to children. 1 2

* Learners will be able to describe the role of fiber in preventing constipation. 1 2

* Learners will be able to describe common drug-fiber interactions in children. 1 2

* Learners will recognize the importance and feasibility of conducting dietary counseling with their patients. 1 2

* Learners will discuss two methods for assessing patient’s diets during an office visit. 1 2

* Learners will discuss five principles of patient-focused nutrition counseling. 1 2

* Learners will list at least three nutrition resources. 1 2
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Please comment on the impact that this CME activity might have on your practice of medicine.

Additional comments and/or suggested topics for future CME activities.
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Images inMedicine

oS Typhlitis "Sd

Dirk Entzian, MD, and William W. Mayo-Smith, MD

An 1 8 year-old man with a history of leukemia had

just completed a course of chemotherapy and pre-

sented with severe right lower quadrant abdominal pain.

He was afebrile, but severely neutropenic with a WBC
less than 0.1 Because of his severe abdominal pain, a

computed tomography (CT) scan of the abdomen and

pelvis was ordered.

Abdominal CT with oral and intravenous contrast

(Figures 1 and 2) demonstrated a thickened cecum with

stranding of the adjacent fat. There was no evidence of

pneumatosis, focal fluid collection or abscess. The di-

agnosis of typhlitis was established.

The word typhlitis means inflammation of the cecum

(typhlon means cecum in Greek). Typhlitis was first de-

scribed in patients with leukemia who were neutropenic

from chemotherapy. The reason for this location is not

well known but may be due to ischemia. Patients without

perforation or abscesses are usually treated with support-

ive therapy including hydration and intravenous antibiot-

ics. CT is useful to establish the diagnosis of typhlitis and

to differentiate it from other causes of right lower quad-

rant pain such as appendicitis or ureteral calculi.
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Abbreviations Used:

CT computed tomography

CT of the lower abdomen with oral and intravenous contrast demonstrates a

circumferentially thickened cecal wall (straight arrow). For comparison,

normal colonic wall thickness in an uninvolved segment is demonstrated by

the curved arrow.

Axial contrast-enhanced CT of the lower abdomen demonstrating a

circumferentially thickened cecum (straight arrow) with stranding of

pericolonic fat (curved arrow).
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Rhode Island
Quality Partners, Inc.

Medicare’s First Snapshot on Quality:

What Does It Mean?

Raymond Maxim, MD

360

O n October 4th, The Journal ofthe

American Medical Association

(JAA4AY published a First of its kind ar-

ticle describing the state of quality of

healthcare delivered to Medicare benefi-

ciaries. Stephen Jencks, MD, MPH, and

much ofthe leadership ofthe Health Care

Financing Administration (HCFA)
authored the article. This data set is the

result of an enormous effort to establish

a baseline for future measurements and

create a monitoring process for the qual-

ity of care delivered to Medicare benefi-

ciaries. For the first time we are able to

compare on a state-to-state basis 24 qual-

ity indicators. Each of these indicators

represents a process-of-care acknowledged

by professional consensus and strong sci-

entific evidence to effect outcomes.

The indicators represent six different

medical conditions (acute myocardial inf-

arction, stroke, pneumonia, diabetes mel-

litus, heart failure and breast cancer). The

data used for the hospital-based indicators

were obtained by randomized chart review.

The theoretical goal for these measures is

100% as those patients with possible

contraindications were excluded from the

sample. Obtaining data for the commu-
nity-based indicators was more complex

as chart review is not feasible for this large

ofa sample. The immunization data were

obtained from the Behavioral Risk Factor

Surveillance System (1997). The mam-
mography and diabetes indicators were ob-

tained from Medicare claims data.

As a region New England did well

when compared to the rest of the nation.

Five of the New England states rank in

the top 10 states in the country. Rhode

Island was the one New England state

conspicuously absent from the top 10.

The overall average rank for Rhode Is-

land was 24th. Does this mean the

Rhode Island medical community does

not provide good care? No, we believe

that the care is good, but it suggests that

we have areas where there are significant

opportunities for improvement.

In a recent column in this journal

we presented the data on the inpatient

conditions.
2
In that article we identified

areas that needed attenuon. Fortunately,

each of the inpatient indicators relates to

areas in which the hospitals and RIQP are

already working closely together to make

improvements. There is one ofthe indica-

tors that I would like to highlight in this

article: anticoaguladon for those patients

with atrial fibrillation. This suggests that

as a nation we need to address this issue

more closely. In Rhode Island, patients

with atrial fibrillation are treated with

warfarin only 59% of the time (these are

patients who have an indication and no

contraindication to the therapy). This

ranks us at 12th in the country, which

translates to a good opportunity for im-

provement.

In ambulatory care, the diabetes in-

dicators, with exception of biennial eye

exams in diabetics (rank 6th), place us in

the middle ofthe country in performance.

However, to put this higher ranking in eye

exams in perspective our diabetic patients

are getting biennial eye exams only 77%
ofthe time despite the current recommen-

dation for at least an annual exam. We are

still lagging behind much of the country

in obtaining HgbAlc measurements and

lipid profiles in our diabetic patients. We
are measuring biennial lipid profiles 54%
ofthe time (rank 35th) and yearly HgAlc
only 70.6% of the time (rank 26th). The

medical literature supports more frequent

monitoring ofboth these indicators to re-

duce our patients' risk for the debilitating

Abbreviations Used:

HCFA Health Care Financing

Administration

JAMA Journal of the American

Medical Association

complications of diabetes.

Although, we have made significant

progress in adult immunizations, our

overall rankings are only 20th in influ-

enza (67.7%) and 35th for pneumococ-

cal (43%) vaccination rates. The range

between states is small for both of these

indicators. It would only take a few per-

centage points to put us at the top. But

the ultimate goal is not to improve our

rank; it is to prevent unnecessary hospi-

talizations or death in our patients from

vaccine-preventable disease. Two new in-

dicators, screening for both pneumococ-

cal (rank 44th) and influenza (rank 46th)

vaccination status in hospitalized patients

are presented in this article. Until recently,

little work has been accomplished in

Rhode Island in this area. All of Rhode

Island's acute care hospitals have been

working with RIQP to implement inpa-

tient-screening programs. They need your

support. We need to be doing a better

job of immunizing our patients no mat-

ter where they interact with the health

care system. Each time a patient inter-

acts with the system and does not receive

an immunization for which they are eli-

gible is a missed opportunity to prevent

morbidity or mortality.

Like the rest of the outpatient indi-

cators, our mammography ranking places

us squarely in the middle of the country

(rank 17th), with only 58% of our fe-

male beneficiaries receiving

mammograms in a two-year period. This

Medicine and Health / Rhode Island



Table 1. National Clinical Topics

Baseline Results and Rankings - FFS Medicare Beneficiaries*

Area/Indicator Rl Rate
National

Rank
Range of Rates in

All States/Territories

AMI
Aspirin at Admission 81.7% 36 65.3% - 96.6%

Aspirin at Discharge 86.9% 17 59.8% - 96.0%

Beta Blockers at Admission 75.7% 5 32.5% - 80.3%

Beta Blockers at Discharge 79.2% 11 46.7%- 92.7%

ACE Inhibitor at Discharge 83.3% 3 56.8% - 90.0%

Smoking Cessation Counseling 25.9% 48 19.4% - 70.2%
Reperfusion (PTCA/3 or Thrombolystics) 47 minutes 7 33.0 min. - 75.0 min.

Heart Failure

ACE Inhibitor at Discharge 87.0% 2 71.1% -87.7%

Pneumonia - In-patient

First Antibiotic w/in 8 hours 80.4% 44 38.4% - 92.8%

First Antibiotic consistent w/guidelines 83.6% 7 54.9% -87.1%

Blood culture before Antibiotic given 80.9% 36 65.2% - 93.4%
In-pat screened/get flu vaccine 93% 46 5.9% - 39.2%
in-pat. screened/get pneumonia vaccine 6.8% 44 3.5% - 26.1%

Immunization
Statewide influenza vaccine rate 67.7% 20 41.5%-74.4%
Statewide pneumococcal vaccine rate 43.0% 35 32.2%-59.4%

Stroke
Antithrombotic at discharge 87.7% 4 72.0% -90.1%

No Sublingual Nifedipine 95.4% 25 86.2% -100%

Atrial Fibrillation

Warfarin at Discharge 59.4% 12 30.7% - 65.3%

Breast Cancer
Mammography 58.0% 17 47.4%-65.6%

Diabetes
Annual Hbalc 70.6% 26 38.7%-85.3%

Bienniel Eye Exam 77.4% 6 42.9%-79.7%

Biennial Lipid Profile 54.6% 35 30.5% - 72.7%

mh-ri

M

ov2ooo 'Based on FFS Medicare Beneficiaries discharged in Rl from June 1998-December 1998

measurement relates to women between

the ages of52 and 69 years old; it does not

include older women where there may be

some concern about the appropriateness

of mammograms. We are all aware that

convincing some women to get a mam-
mogram can be difficult. The fear of can-

cer or the anticipation of discomfort

associatedwith mammography can test the

most persuasive of physicians. RIQP is

working with the breast cancer commu-
nity to help overcome those barriers with

you. We plan to use public service an-

nouncements and to talk with women in

churches, community centers and librar-

ies. In turn, we need you to encourage your

patients to get mammograms. Your word,

as her trusted physician, is still is the most

effective way to convince a woman to get

a mammogram.
This is the first report of Rhode Is-

land performance compared to the rest

of the country. Does this mean that

Rhode Islanders do not receive adequate

care? No absolutely not. Rhode Islanders

still receive good care and often, excep-

tional care. What it does mean is that we

have opportunities for improvement.

These areas have been identified for us

with this report. The data to be used in

the next report are being collected right

now. If we are going to meet the chal-

lenge of improvement set before us, we

need to act now.

In our favor is the fact that we are

already
working in

many of

these areas

with the hos-

pitals, the

Rhode Island

Department

of Health

(HEALTH),
The Rhode
Island Medi-

cal Society

and many other individuals and organiza-

tions. Each of our projects in these areas

has shown significant improvement. RIQP
has had intense discussions with states that

have done well to learn the lessons they

have to teach us. These lessons are being

incorporated into our efforts.

One of the most important lessons

I have learned is that many of the most

effective ideas for improvement come

from the physicians actually in the

trenches, those practicing clinical medi-

cine daily. The difficulty is getting to you

so we can hear your ideas because you

are so busy. We will be holding a series of

breakfast forums throughout the state to

give us an opportunity to discuss the evi-

dence surrounding these clinical topics

and give you the chance to offer your feed-

back or ideas for solutions. We will also

be coming to many of you individually

to share your performance rates and give

you the same opportunity to provide us

with feedback. If RIQP comes to you,

we hope you will take a few minutes to

share your thoughts and ideas with us. If

we do not contact you (there are a lot of

you out there!) please contact us. While

we have had some successes, now is not

the time to rest on our laurels. Our pa-

tients are depending on us!
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Overweight and Obesity Among Rhode Island Adults -qo

Jana E. Hesser, PhD, and Markos Ezra, PhD

C urrently, 55% of American adults are overweight or

obese according to the new body mass index (BMI)

standards established by the National Heart Blood and Lung

Institute (NHBLI) in 1998.' (see box). In addition, na-

tional data indicate that the proportion of Americans who

are overweight has been increasing in recent years, with no

indication that this trend is slowing. 2 The most alarming

increases have occurred in the percent obese (BMI > 30.0

kg/m 2

), rising from 12% in 1991 to 18% in 1998. 2 In

1999, the median rate of obesity for all 54 states and terri-

tories was 19.8%. 3

New Body Mass Index (BMI) Standards

for Overweight and Obesity, for Adults Ages 18 and Older.

Weight &
Obesity Class

BMI*

(kg/m2)

For an

Adult 5'7"

Underweight < 18.5 <118 lbs

Normal 18.5-24.9 119-159 lbs.

Overweight 25.0-29.9 160-191 lbs.

Obese
1 Mildly Obese 30 0-34.9 192-222 lbs.

II Moderately Obese 35.0-39.9 223-254 lbs.

III Extremely Obese >40.0 > 255 lbs.

* BMI is defined as weight in kilograms divided by the square of

height in meters.

The new weight standards are based on an assessment

of the increased mortality risks associated with different de-

grees of overweight. Mortality rates for overweight/obese

persons from all causes, especially cardiovascular disease, are

increased 50-100% over those of persons who are not over-

weight.
1 “Being overweight [or obese], together with poor

diet and physical inactivity, is the second lead-

ing cause of preventable death in the United

States.”
4
In addition, the increased health risks

of overweight and obesity translate into in-

creased medical care and disability costs. In

1995 it is estimated that these total costs

amounted to $99.2 billion.
1

Decreasing the number of overweight

and obese Americans and preventing the de-

velopment of overweight and obesity in

young people are major public health chal-

lenges. This paper examines overweight and

obesity among Rhode Island adults based on

data from Rhode Island’s Behavioral Risk

Factor Surveillance System (BRFSS).

Abbreviations Used:

BMI body mass index

BRFSS Behavioral Risk Factor Surveillance System

CDC Centers for Disease Control and Prevention

NHBLI National Heart Blood and Lung Institute

Methods
The BRFSS is a national telephone survey of randomly

selected adults (ages 1 8 and older) who live in households

with telephones. It asks respondents questions about a va-

riety of health-related behaviors, as well as about height and

weight. 50 states and 4 territories perform the BRFSS each

year with funding and methodological standards provided

by the Centers for Disease Control and Prevention (CDC). 5

A professional survey contractor conducts the BRFSS

in Rhode Island. During the years 1991 to 1997, about

1,800 Rhode Island adults were interviewed each year, or

approximately 150 per month. For 1998 and 1999 the an-

nual sample size was increased to 3,600, with about 300

interviews conducted each month. The questions on height

and weight, used to calculate BMI, have remained un-

changed between 1991 and 1999.

Results

The prevalence of obesity among Rhode Island residents

increased from 9.7% in 1991 to 16.8% in 1999. The preva-

Figure 1. Trends in Weight Status, Ages 18 and Older, Rhode Island 1990 - 1999.
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Reducing overweight and obesity in the U.S.

population will take time, requiring efforts to pre-

vent weight gain among those who are not over-

weight, and loss of weight among those who are

already overweight. Research shows that weight

loss is not permanent for the majority of persons

who do not lose weight. Consequendy efforts

aimed at preventing excessive weight gain, especially

among children, should be a priority. However,

efforts aimed solely at getting people to modify their

personal eating and exercise patterns will not be

enough. Policy, environmental, and societal modi-

fications must occur as well for people to be able to

attain and maintain a healthy balance of calories

ingested and expended.

References

Figure 3. Weight Status by Race and Ethnicity, Ages 18 and Older, Rhode Island 1998.
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lence of those who are not overweight declined from 57.6%

in 1991 to 45.8% in 1999. (Figure 1) The prevalence of

overweight and obesity is higher among males (45.4% over-

weight, 1 8.5% obese) than among females (26.2% overweight,

15.3% obese) in Rhode Island. Males ages 55-64 have the

highest rate of obesity (25%) of any age/gender group.

There is a strong association between overweight/obesity

and age. Overweight increases up to ages 65 - 74, then de-

creases. Obesity increases up to age 55-64 and then declines

markedly (Figure 2). The age-related decline

in the prevalence of overweight and obesity

may reflect the greater risk ofpremature mor-

tality among such persons, with the obese be-

ing at greatest risk of premature death.

There are major differences in overweight

and obesity by race/ethnicity (Figure 3) . Blacks

and Hispanics are more likely than Whites to

be overweight (41% and 38% vs 36% respec-

tively), and even more likely than Whites to

be obese (29% and 26% vs 16%), respectively.

The “Other” race/ethnicity category, which in-

cludes primarily Asians and a small number

ofNauve Americans, and Pacific Islanders, has

much lower rates ofoverweight (22%) and obe-

sity (1 1%) than any other group.
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The Safety of Calcium Fortification

Nancy A. Sutton, MS, RD

I
t has been well documented that increasing calcium intake

levels help protect against the development of osteoporosis.

The public health messages over the past decade advised people

to eat plenty of calcium-rich foods to maintain healthy bones.

Supplements are recommended for those who find it difficult,

for whatever reason, to get this nutrient through diet. The food

industry has jumped on the band wagon. Calcium-fortified

foods are on the increase. The public has also responded. Cal-

cium supplements are being sold like never before.

Grocery store items such as orange juice, ready-to-eat

breakfast cereals, breads, sparkling water, cheeses, and even

milk have added calcium. This has been welcomed by health

professionals and the public alike. It will make it easier for

busy mothers, difficult-to-feed children and ado-

lescents, and the on-the-go men to meet the rec-

ommended Adequate Calcium Intake (AI). But

what about the health-conscious person who already

meets the AI? Calcium is a threshold nutrient, but

how much is too much?

The media has posed this question to the medi-

cal community and raised concerns amongst the

public. In June 2000, the Washington Post pub-

lished an article questioning the safety of calcium-

fortification, “New! Improved! Dangerous?”

Specialists were asked about the possible effects of

high calcium intakes. Robert Heaney, MD, of

Creighton University and Bess Dawson-Hughes,

MD, of the Human Nutrition Research Center at

Tufts University, both speakers at the National In-

stitutes of Health Consensus Development Con-

ference in 1994, and Richard Wood, PhD, also of

Tufts University, are quoted in the article.
1

Dr. Heaney feels there is little to worry about

when calcium comes stricdy from food, including

fortified foods. To make his point, he refers to popu-

lations in East Africa and Scandinavia who consume

between 6,000 and 7,000 milligrams (mg) ofdietary

calcium per day regularly without a problem. Drs.

Dawson-Hughes andWood did not agree. Although

they recognize that calcium toxicity is rare, they still

advised keeping levels below 2500 mg per day.
1

Twenty-five hundred milligrams per day was

established by the National Academy ofSciences as

the Tolerable Upper Intake Level (UL) for all healthy

Abbreviations Used:

AI Adequate Calcium Intake

MAS Milk-Alkali Syndrome

NIH National Institutes of Health

RDA Recommended Dietary Allowances

UL Upper Intake Level

individuals above the age of one year.
2 As shown in Table 1,

with the help of calcium-fortified foods and two supplements

per day this level can be easily exceeded.

Risk of Calcium Toxicity

Calcium toxicity may lead to hypercalciuria, resulting in

Table 1: Sample Menu with Calcium-Fortified Foods

Meal Food Calcium

Breakfast: X Vi cups of fortified cereal 1500 mg
1 cup of fortified milk 400 mg
1 cup of fortified orange juice 300 mg
1 banana 7 mg
calcium supplement 300 mg

Snack: 'A cup of yogurt 200 mg

Lunch: sandwich with fortified bread

and 1 ounce of cheese 360 mg
1 cup of fortified milk 400 mg

Snack: 1 apple 10 mg

Dinner: 3 ounces of calcium-processed

tofu with stir fried vegetables 620 mg
1 cup of fortified milk 400 mg
calcium supplement 300 mg

TOTAL CALCIUM: 4797 mg

Table 2: Some Commonly Used Calcium Supplements and Their Absorption Rates*

Type Brand Name

Strength per tab (mgs)/

Elemental Calcium (mgs)

Calcium Carbonate

39 + 3% absorption Alka Mints 850/340

Caltrate 1600/600

OsCal 625 or 1250/250 or 500

Rolaids 550/220

Titralac 420/168

Titralac Liquid 1000/400

Tums/Tums E-X 500 or 750/200 or 300

Turns Ultra/Tums 500 1000 or 1250/400 or 500

Calcium Citrate

(30 ± 3% absorbtlon) Citracal Liquitabs 2376/500

Citracal 950/200

Citracal Caplets +D 1500/315 + 200 IU vitamin D

Medicine and Health / Rhode Island



Table 3: Adequate Calcium Intake (AI)
2

Age Calcium Intake Per Day

Both Male and Female: 0-6 months 210 mg

7-12 months 270 mg

1-3 years 500 mg

4-8 years 800 mg

9-18 years 1300 mg

19 - 50 years 1000 mg

> 51 years 1200 mg

Pregnant and Lactating Women: 14 - 18 years 1300 mg

19 - 50 years 1000 mg

kidney stone formation (nephrolithiasis) and hypercalcemia.

Although these conditions are not considered a major health

threat, the current trend to market calcium-fortified foods and

self-prescribe calcium supplements has raised concerns. Ap-

proximately 10% ofAmericans will be affected by kidney stones

at some time in their life.
3 Will this figure rise in the future?

Based on a review of literature published between 1980

and 1996, Whiting and Wood report an increase in case stud-

ies of Milk-Alkali Syndrome (MAS) typically seen in the early

1900s. MAS is caused by alkalosis due to prolonged intake of

excessive amounts of milk and soluble alkali and is character-

ized by elevated blood calcium without an increase in calcium

or phosphate in the urine (renal insufficiency). Whiting and

Wood found several case reports of patients with symptoms

similar to MAS. The typical MAS patient at that time had an

average daily calcium intake of 20 grams (g) from milk and

calcium carbonate. Current cases are showing similar results

with daily calcium intakes of between 1 g and 16 g with long-

term antacid use, calcium carbonate intake, or the presence of

a clinical condition that promotes calcium toxicity (e.g., use

of thiazide diuretics, dehydration, alkalosis, or preexisting re-

nal failure).
4 Recent studies have also shown that low-calcium

diets and the intake of supplemental calcium have increased

the risk of kidney stones.
5, 6| 7

Absorption of Calcium
The human body has a mechanism to help protect it against

high levels of calcium intake. The more an individual con-

sumes at once, the less the intestine will absorb.

For example, the 30% absorption rate of milk can be

reduced to 1 5% if consumed with large amounts of highly

calcium-fortified foods. With one cup ofTotal breakfast ce-

real (1000 mg of calcium) and a cup of milk (300 mg), the

amount absorbed would decrease to about 1 5%. Of the total

1300 mg, a total of 195 mg is being absorbed, versus the 390

mg one may have expected.

The amount of calcium absorbed is also affected by its

source, and can range tremendously. For instance, approxi-

mately 30% of the calcium in milk and other dairy products

is absorbed, whereas it can be as low as 5% from fruits and

vegetables. Only 7 mg of the 1 29 mg (5%) ofcalcium found

in one-halfcup ofspinach is absorbed. Therefore, although a

person can meet calcium needs without milk or milk prod-

ucts, it may be difficult.

Calcium supplements are a nondietary, alternative source

of calcium with absorption varying from 27% to

39%. Table 2 lists commonly used calcium supple-

ments and their absorption rates.

Current Recommendations
Table 3 provides the AI for calcium defined by

the National Academy of Sciences in 1997. These

recommendations were based on varying absorption

rates of calcium sources and patterns of consump-

tion. The AI replaces the Recommended Dietary

Allowances (RDA). The recommendations for most

age groups were increased based on scientific evi-

dence showing that the higher calcium intakes reduced the risk

of osteoporosis. 2 The AI and the UL apply to individuals sus-

ceptible to kidney stone formation as well. 5 ' 6

The 1994 National Institutes of Health (NIH) Consen-

sus Statement on Optimal Calcium Intake points out the risks

involved with calcium. Although the body protects itselfagainst

calcium toxicity by reducing the percentage absorbed by the

gut during periods of high intake, this is only so effective. The

NIH indicates that once the daily intake levels exceed 4 g, tox-

icity may result. They also discuss the dangers of these levels

being reached due to the “overuse of calcium carbonate, in the

form of antacids.” They conclude that calcium intakes above

2,000 mg per day should be monitored closely.
9

Whiting and Wood agree that the 2,000 mg limit set by

the NIH in 1994 was justified. They address the issues of

excessive calcium through fortified foods and through supple-

ments and antacids. Although the development MAS and kid-

ney stone formation is not presendy considered a public health

threat, there is still a concern with some individuals who are at

a high risk ofdeveloping either one of these conditions. Based

on the increase in calcium-fortified foods and the use of cal-

cium supplements and antacids, they recognize a need for more

research in the area of calcium toxicity.
4

Conclusion
Although the number of case reports of calcium toxicity

remains relatively low, there is a consensus among researchers

to keep total calcium intakes below 2500 mg per day. The use

ofcalcium supplements and calcium-containing antacids should

be monitored among patients who are already consuming ad-

equate amounts of dietary calcium and those at risk of stone

formation. Because we lack study results determining the safety

ofhigh dietary calcium intake related to calcium-fortified foods,

health professionals should monitor all sources of calcium to

help prevent possible adverse effects.
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Physician “De-selection:” Healthcare Providers’

Rights When Terminated From Managed Care Plans

Lawrence W. Vernaglia, JD, MPH

S
uppose the morning mail brought you a letter from a man-

aged care organization (MCO) representing a substantial

portion ofyour practice, stating that you must either join a new

“practice unit” oftheMCO - which significandy alters the risks

and profitability of treating the MCOs members - or else be

terminated as a provider under the plan. What could you do?

Rhode Island doctors have witnessed a lull in MCO “de-

selections” (industry jargon for when an MCO terminates its

managed care contract with physicians or other providers) and

network-narrowing efforts over the past 5 or 6 years.' How-

ever, this past years liquidation of Harvard Pilgrim Health

Care plan and the ancillary receivership ofTufts Health Plan

of New England in Rhode Island, as well as increased rum-

blings from other Rhode Island health plans about “limited

networks,” demonstrate that physicians are not insulated from

the rough-and-tumble disruptions in the managed health care

environment. As Rhode Island MCOs continue to subcon-

tract with physician groups willing to bear financial risk, local

providers may experience a wave of de-selections as MCOs
attempt to push more of their physicians into risk-bearing

“practice units,” “access units” or similar entities. This essay

will address recent examples of health plans de-selecting phy-

sicians and examine how these issues are being resolved, both

regionally and in Rhode Island.

In July 1999 Tufts Health Plan sent the letter described at

the top of this article to a number ofprimary care physicians in

Massachusetts. These doctors could either join one ofthe Tufts

“practice units” or face de-selection by the MCO. Once de-

selected, their MCO patients would be referred to other physi-

cians who consented to join a Tufts practice unit. The

termination ofthe physicians was apparently in compliance with

the express terms of the physicians’ contracts with Tufts.

The Massachusetts Attorney General stepped in to pro-

tect the patients/beneficiaries from having their physician re-

lationships suddenly disrupted. The Attorney General and

Tufts entered into an “Assurance ofDiscontinuance” on Janu-

Abbreviations Used:

JCAHO Joint Commission on Accreditation of

Healthcare Organizations

MCO managed care organization

NCQA National Committee for Quality

Assurance

ary 27, 2000, under which Tufts agreed to rescind the letters

and permit the patients to continue seeing their physicians

throughout the remainder of the patients’ contract year.
2 The

Assurance of Discontinuance did not, however, guarantee that

these physicians would be paid for treating their Tuffs’ patients

after December 31, 2000.

Clearly the Commonwealth was not interested in pro-

tecting the physicians but, rather, the patients/beneficiaries.

This cautionary tale demonstrates that while state government

may take actions that prevent managed care companies from

arbitrarily terminating physician/patient relationships, the

government’s primary interest is not protection of the doctors.

As local MCOs push to contract only with sub-capitated, risk-

bearing providers, Rhode Island physicians should be prepared

for similar overt pressures from health plans. Thus, physicians

must be vigilant when contracting with MCOs.

Rhode Island law and Department of Health regulations

protect physicians from certain terminations by managed care

companies. In particular, health plans may not:

• refuse to contract with, or compensate, a physician who is

otherwise eligible to participate, solely because the physi-

cian has in good faith communicated with one or more of

his or her patients regarding the provisions, terms, or re-

quirements of the health plan as long as they relate to the

needs of that physician’s patient;
3

• terminate a physician “without cause,” or write contracts

with physicians that appear to allow the plan to terminate

Medicine and Health / Rhode Island



the contract “without cause”;
4

exclude a physician from participation in its provider net-

work solely based on the degree or type of license, or lack

of affiliation with, or admitting privileges at, a hospital, if

such lack of affiliation is due solely to the type of license;
5

terminate a physician solely because the physician treats a

substantial number of patients who require expensive or

uncompensated care.
6

As Rhode IslandMCOs
continue to subcontract

with physician groups

willing to bearfinancial

risk, localproviders may

experience a wave ofde-

selections as MCOs
attempt to push more of

theirphysicians into risk-

bearing ‘practice units,

”

“access units” or similar

The regulations, however, do permit managed care com-

panies substantial discretion in ending re-

lationships with physicians against the

wishes ofphysicians and their patients. For

example, nothing prohibits MCOs from

forming limited networks of physicians.

Moreover, despite the prohibition of ter-

minations “without cause,” a health plan

may terminate a physician for “lack ofneed

due to economic considerations.” This

rule has spawned considerable confusion.

MCOs may, at least under the regulations,

employ “economic profiling” ofphysicians

(credentialing based on practice patterns,

utilization, case mix of the physician’s pa-

tients, severity of the illness of those pa-

tients, patient age and “other features of a

professional provider’s practice that may

account for higher than or lower than ex-

pected costs”).
8 The regulations permit a

entities
health plan to “make changes to a

physicians contract” so long as the physi-

cian has an opportunity to amend or ter-

minate the contract as a result of the proposed changes within

sixty (60) days of the physician’s receipt of the notice of the

changes.”9 Since powerful MCOs rarely permit amendments,

physicians are left with the limited remedy of termination.

Where the plan represents a substantial portion ofa physician’s

practice, termination may be a hollow remedy. Finally, the

regulations permit a watered-down “due process” if a health

plan denies a physician’s application, though the regulations

do not clearly require due process for de-selections.
10

What do these regulations mean, on balance, to physi-

cians? Although the rules provide some minimal degree of

protection for physicians from de-selection actions in Rhode

Island, the system is designed to protect patients, and benefits

the managed care industry far more than the physicians. Phy-

sicians aggrieved by what they have perceived to be arbitrary

or capricious de-selection in other New England states and

nationally have sued, with mixed results, claiming that the

MCOs’ de-selections violated public policy or the implied

covenant of good faith and fair dealing.
1112

Nothing prohibits a physician from negotiating or modi-

fying a managed care contract to provide greater protections

than the minimum established under Rhode Island law. As

with any business, the ability of the physician to negotiate

terms of a managed care contract depends on the relative bar-

gaining powers of the parties. Physicians with large practices,

needed specialties, or geographic distribution are better able to

demand reasonable protections under their contracts with

MCOs than other physicians. 13 Contracts with negotiated

protections for the physicians are more difficult for MCOs to

terminate at will without the risk of severe sanction and dam-

ages in courts or arbitration proceedings.

An additional systemic protection for Rhode Island doc-

tors is due to the small, yet diverse, population in the State.

Plans that are overly aggressive in de-selecting physicians for

economic or utilization management purposes, or just to limit

networks, may create immediate access

problems. As in Massachusetts, the Rhode

Island Department of Health would likely

intervene in such cases for the protection

of the members’ access to providers.

In summary, while the government may

be available to provide minimal assistance

in the face of large-scale physician de-selec-

tions, the regulations and authority of state

agencies will be ofminimal utility to the phy-

sician community in most cases. Conse-

quendy, physicians negotiating and renewing

their managed care contracts should protect

as much as possible against arbitrary de-se-

lection and disruption oflongstanding phy-

sician-patient relationships.
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Letter to the Editor:

In a recent article [August 2000] Max

Wistow and Rachael Arruda suggest that

medical malpractice tort actions provide two

benefits: compensation for the victim ofmedi-

cal malpractice, and a reminder to the health

care professional of the legal consequences of

negligence. Their article, however, disproves

both of these conclusions. As they state, most

cases of negligence are not accepted by mal-

practice attorneys because the monetary value

does not justify the investment of time and

effort by the malpractice attorney and the ap-

propriate consultants. Thus, even though loss

of earnings on a modest level might not jus-

tify a malpractice suit, those earnings might

be very significant to a person of modest re-

sources. The majority of patients, who have

only limited injury in terms of the ability to

recover money, get nothing whatsoever from

the tort system.

Indeed, the doctor who has

acted negligently and whose negli-

gence has resulted in a large monetary recov-

ery does get reminded dramatically of the

consequences of his or her negligence. On the

other hand, the vast majority of negligent acts

produce either no injury, or minor injry. They

do not result in legal action and do not gener-

ate a reminder.

Doctors have an ethical responsibility

to report medical mistakes to the patient, par-

ticularly when there has been, or could be, a

change in the care of the patient. In fact, it is

to the doctors legal disadvantage to report

such negligence to anyone. The legal conse-

quences ofsuch reporting may deter the doc-

tor from fulfdlling his or her ethical

responsibility. In those cases which do not

result in legal action the doctor may continue

a pattern of suboptimal practice. Even in

those few cases with great potential monetary

damages, the potential harm to other patients

is not addressed immediately, as the doctor

Response:
The potential of being on the wrong

end of a large malpractice award does oper-

ate as a substantial incentive toward avoid-

ing negligence. Since virtually all acts of

negligence in the medical/surgical context

have the potential for a catastrophic result, a

doctor cannot know, apriori,
that the result

will be no injury or only a modest one.

It is certainly true that our present sys-

tem offers little or no opportunity for com-

pensation to the victim of malpractice if the

injury is relatively small. That defect, how-

ever, is one that I would expect few health

care practitioners to seek to remedy. If the

medical community can come up with a sys-

tem to compensate such people, it will be

embraced with enthusiasm by legions of law-

yers.

Dr. Rakatansky’s anodynic “continu-

ous quality improvement system without the

fear of legal consequences” is devoudy to be

wished. We already have in place peer re-

view, M&M conferences, quality care reviews

and the like, all shielded from disclosure in

malpractice suits. His statement that “the

public would be better served by a different

system” acknowledges the failure of peer re-

view. We all know that the doctor who is

caught up in the process is most often one

who is unpopular. Those who haven’t stepped

on too many toes will be protected within

and by the system. The recent case of serial

killer Michael Swango, MD, proves that the

medical establishment is quite capable of let-

ting a doctor get away with murder. Liter-

ally. Confronted with eyewitness reports that

Swango had tampered with a patients IV and

nearly killed her, he was allowed to complete

his internship by Ohio State College ofMedi-

cine. Later, after being convicted of poison-

may continue to practice while the legal case

drags on for many years.

Patients and the public would be bet-

ter served by a different system, one which

separates punishment of the physician from

the reporting of medical mishaps. Such re-

ports should be made in the context ofa con-

tinuous quality improvement system without

the fear of legal consequences. Such a sys-

tem would review all medical errors, major

and minor, and address ways of preventing

recurrences. Medical malpractice cases could

still be filed but they would be independent

of the quality improvement system and the

data from such a system would not be avail-

able to the plaintiff. This system might also

address the issue of compensation for those

patients who do not have injuries sufficient

to trigger a formal legal action.

Herbert Rakatansky, MD
Clinical Professor of Medicine

Brown University School of Medicine

ing co-workers, he was accepted into a resi-

dency in Internal Medicine.

An extreme case? Undoubtedly. Nev-

ertheless, it is merely one end of the spec-

trum displaying the inability, nay,

unwillingness, of the medical profession to

police itself In our own experience, we have

encountered numerous instances of shock-

ing inaction and cover-ups to protect the

malpractitioner and where but for the civil

suit brought, no restrictions would ever have

been put in place.

Our present system is flawed. Yet it is

by far the best we have.

Human nature has not changed since

the 17th century when John Donne noted

that one must “observe the physician with

the same diligence as he the disease.”

Max Wistow, JD
Rachael Arruda, RN
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"Vital Statistics
Rhode Island Department of Health

Patricia A. Nolan, MD, MPH, Director of Health

Rhode Island Monthly

Vital Statistics Report

Provisional Occurrence Data

from the

Division of Vital Records

Edited by Roberta A. Chevoya

Diseases of the Heart

Malignant Neoplasms

Cerebrovascular Diseases

Injuries (Accident/Suicide/Homicide)

COPD

Reporting Period

Nov.

1999
12 Months Ending with Nov. 1999

Number (a) Number (a) Rates (b) YPLL (c)

237 2,957 299.1 3,970.5

187 2,479 250.8 6.807.0

46 542 54.8 631.5

18 378 38.2 6,902.5

28 492 49.8 342.5

Live Births

Deaths

Infant Deaths

Neonatal deaths

Marriages

Divorces

Induced Terminations

Spontaneous Fetal Deaths

Under 20 weeks gestation

20+ weeks gestation

Reporting Period

May
2000

12 Months Ending with

May 2000

Number Number Rates

1,282 13,008 1 3.2*

806 10,024 10.1*

(16) (106) 8.1#

(13) (89) 6.8#

805 7,813 7.9*

323 2,793 2.8*

423 5,224 401.6#

91 1,096 84.3#

(89) (1,027) 79.0#

(2) (69) 5.3#

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of

988,480

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode Is-

landfor the reportingperiods listed above. Monthlyprovisional

totals should be analyzed with caution because the numbers

may be small and subject to seasonal variation.

* Rates per 1 ,000 estimated population # Rates per 1,000 live births

Charter Agents in

Rhode Island:

Aloisio Insurance

Providence • 401-722-6500

AON Risk Services of R.I.. Inc.

Providence • 401-331-7700

Babcock & Helliwell, Inc.

Wakefield • 401-782-1800

Braman & White

Middletown • 401-847-5200

Clarke, Curry & Brown, Inc.

North Kingstown • 401-294-9537

Keougli Kirby Associates, Inc.

Woonsocket • 401-769-8100

Lathrop Insurance Agency

Westerly • 888-596 2530

Mastors & Servant, Ltd.

East Greenwich • 800-335-5701

Paolino Insurance Agenq', Inc.

Providence • 401-421-2588

Starkweather & Shepley, Inc.

East Providence • 401-435-3600

Troy, Pires & Allen

Pawtucket • 401-728-2060

Wickford Insurance Agency, Inc.

North Kingstown • 401-294-3304

Medicine Changes,
So Should Your Insurance

Lm ach day you are faced with new drugs, new procedures

and new potential sources of malpractice claims.

Healthcare professionals need coverages for tomorrow's

needs, not just today's. Last year we introduced six new

policies and coverages including Billing E&O and Medical

Waste. Because of our commitment, over 13,000 healthcare

professionals throughout the Northeast insure with us.

Now we are hard at work developing tomorrow's coverages.

A medical malpractice insurance carrier that looks ahead,

not just behind. It's time you took a look at ProMutual

Group, the wise choice.

ProMutualGroup’
888-776-6888 • www.promutualgroup.com

fit
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Ninety Years Ago
[November, 1910]

N oting the “timely connection” in the opening of the

John Hay Library at Brown and the proposed new

Medical Society Library, an editorial praised the John Hay

(“commodious and indestructible. The stack.. .is in immedi-

ate access to reading and working rooms”), even while cri-

tiquing its edifice (“too coldly grand”) its “overlighted” reading

room (“contrary to the belief that too much light is an impos-

sibility”) and its lack of “literary hospitality.” “A library may

lure you to enter, but it must somehow invite you to remain,

else it becomes a mere cold storage of printed things.”

In “Treatment of Infantile Paralysis,” Frank E. Peckham,

MD, argued against swabbing out the nasopharynx with a

solution: “...those ofus who remember the treatment ofdiph-

theria by such means, the holding between the knees the

head of a struggling, screaming, yelling, squirming child will

at once recognize the futility of any such procedures.” He
urged colleagues to assess the condition of muscles (“The

old idea was to make electrical tests, but.. .it is far better to

get the patient to make active motions with all the muscles

in turn”), then treat selected muscles with “a proper vibrator,

which not only stimulates beautifully the nerve and

ciruclatory supply, but fills the muscular tissues with blood...”

Fifty Years Ago
5^ [October, 1950]

I
n “Metastatic Krukenberg Tumor of the Ovary, Primary

in the Breast, with Six Year Survival,” Henry C. McDufif,

MD, noted that Krukenberg’s original description of the

tumor (“primary in the ovary, and classified as a sarcoma”)

was found incorrect, “but his cellular description remains a

classic.” Currently many physicians considered the

Krukenberg tumor metastatic, while others disagreed, just

as physicians disagreed on the site of the primary neoplasm.

The author “...believed them to be malignant tumors of the

ovary, primary, or metastatic from any focus.” In the case of

a 44 year-old Russian-born female, who had had a radical

right mastectomy, followed by x-ray treatment, three years

earlier, Dr. McDuff traced the progression. She developed

metastatic lesions in the neck of the left scapula, prompting

more radiation therapy. Still later she received radiation

therapy for the mass ofskin metastases over her anterior chest

wall and right parietal region of head. She started on test-

osterone therapy, then returned with an ovarian tumor. One

370

year later she was “now apparently enjoying excellent health

and was free of symptoms.”

Robert V. Louis, MD, and Louis I. Kramer, MD, of-

fered a case report: “Serum Protein, Cephalin Flocculation

and Thypnol Turbidity Alterations in Lupus Erythematous

Disseminatus.”

William J. Schwab, MD, offered a case report: “Use of

Testosterone in Breast Cancer.” A 63 year-old woman, with

inoperable breast cancer, was treated with testosterone, start-

ing with 200 mg, increasing steadily. At 3000 mg, the patient’s

voice had deepened, and she had developed “a slight but defi-

nite growth of [facial) hair, but “she stated she felt much bet-

ter.” The authors called hormone therapy “a last resort.”

An Editorial on “Convalescent Homes” criticized the

Providence Building Inspector for his warning to close nurs-

ing homes, and refuse them licenses, “should they fail to be of

brick structure above the first floor.” The editorial proclaimed,

“We cannot recall any serious injury to people caused by fire

in wooden hospitals or convalescent homes of this city.”

Twenty Five Years Ago

5^ [October, 1975]

O n the “President’s Page,” Stephen J. Hoye, MD, urged read-

ers to heed three recent newspaper headlines: 1 ) RIGLLA

purse boosted $2.4 million: 2) HEW Regulations deny free choice

ofphysician ifunions elect an HMO; and 3) Private carriers cost

of handling health claims is almost one-qurater of Social Secu-

rity Administration. The headlines proved that “ the medical

profession is the first to come under federal regulations.”

In “Surgical Revascularization for Patients with Unstable

Angina Pectoris: Surgical Treatment,” K.E. Karlson, MD, A. S.

Most, MD, G.N. Cooper, Jr., MD, R.S. Riley, MD, K.B. Naman,

MD, R.D. Raymond, MD, R. J. Capone, MD, C.W. Cashman,

MD, and L.L. Vargas, MD, described the results of aortic coro-

nary bypass in 24 patients: one died during the operation, 83%
were free afterward of the angina.

In “An Antibiotic Update: New Aminoglycosides and Other

Antibiotics,” Phillip J. Rubin, MD, and Stephen H. Zinner, MD,
cautioned: “The use ofnew potent antibiotics [e.g., streptomy-

cin, neomycin, kanamycin, gentamycin] should be limited to

clear-cut indications.”

Mary D. Lekas, MD, FACS, in “Gardiner’s Syndrome and

Nasal Obstruction,” reported on 6 affected males from one family.

Hector Jaso, MD, in “The Battered and Abused Children

Act of the State of Rhode Island,” alerted readers to the law:

physicians must report suspected abuse or battery.
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Looking for a dependable, friendly

nurse practitioner to add revenue and

flexibility to your practice?

Adult NP seeking a position in a primary

health care setting. New grad with interest

in adult, adolescent, and women's health.

Please contact:

Betsy Robinson, RN,ANP

(401 )
351-7593

MedicineC^fdealth
RHODE ISLA ND

The State's Premiere Medical Publication.

Published monthly by The Rhode Island Medical Society under

the joint editorial sponsorship of Brown University School of

Medicine and the Rhode Island Department of Health.

For More Information, Call or Write:

Rhode Island Medical Journal Marketing Department,

175 Mathewson Street, Providence Rhode Island 02903

Phone: 401 331-4637, Fax: 401 331-3594

PHYSICIAN RESIDENTS:

IF YOU COULD USE OVER $30,000 A YEAR-
ANSWER THIS AD

The U.S. Army’s Financial Assistance Program
(FAP) offers over $30,000 a year for residency

training in certain medical specialties.

Here’s how it breaks down - an annual grant

of over $20,500, plus a monthly stipend ofmore
than $970.

You will be part of a unique health care team
where you will have many opportunities to continue

your medical education, work in state-of-the-art

facilities and receive outstanding benefits.

So, ifyou are a physician resident who could

use over $30,000 a year, contact your localArmy
Health Care Recruiter to see ifyou qualify.

1-800-USA-ARMY

ARMY MEDICAL CORPS. BE ALL YOU CAN BE.
www.goarmy.com

617-7534837



WARWICK MEDICAL BUILDINGNow Leasing

Rhode Island's

"Best New Medkd Buifdmg’
1

Opportunity 400 Bald Hill Road Warwick

Provides your practice:

LOCATION, LOCATION, LOCATION:
At Routes 1-95, 1-295 and Rt. 2.

On-Site Warwick Mall Landmark -

"Signature Building"

TECHNICAL SERVICES ON SITE

Radiology • Lab • Walk In/Urgent Care

GREAT MIX OF PRIMARY CARE &
SPECIALTY PRACTITIONERS IN PLACE

AMPLE ON-SITE PARKING

HIGH LEVEL OF TECHNICAL

INFRASTRUCTURE IN PLACE

INCLUDING
• Fiber Optics

• Surge Suppression System

• Back Up Power

• Plumbing Throughout

• State-of-the-Art HVAC
• Procedure Rooms Available

COMPETITIVE RATES
• Including All Services

• Build to Suit

• Design & Decoration Available

FOR LEASING INFORMATION CALL:

508-679-1180

mmmm

FIRST BRISTOL CORPORATION

tebr(®k
TERRACE —

ONE CHERRY HILL ROAD • JOHNSTON

An assisted living community

is pleased to introduce our

new Secured Alzheimer’s Unit

Exclusively designed and staffed with spe-

cially trained Certified Nursing Assistants

to accommodate the special needs of indi-

viduals afflicted with Alzheimer’s disease

and related disorders.

Services Include:

• Specially trained staff

• Activities designed to stimulate

and be therapeutic for the patient

• Special diets designed to meet the

needs of the Alzheimer’s resident

• Loving, caring, patient staff in

a home-like environment

• Safe, secure surroundings

For more information contact

Carrie Arsenault at (401) 233-2880

THE GORDON SCHOOL
Nursery - Grade 8

The School is based on the following principles:

Teach our girls and boys together.

Awaken interest and stimulate investigation.

Develop the individuality of the child by

encouraging free self expression.

Instill the true spirit of joyous work.

401 -434-3833

45 Maxfield Avenue, East Providence, Rl 02914



The Name of Choice in MRI

Open MRI
of New England, Inc.

Open-Sided and 1.5 Tesla High

Field Systems

Fast appointments and reports

Instant internet access to

studies

Locations in Cumberland

and Warwick

525 Broad St • Cumberland

Tel. 725-OPEN (6736) Fax 726-2536

335 Centerville Rd • Warwick

Tel 732-3205 Fax 732-3276

ADVANCED
Radiology, Inc.

• "Spiral" CT system by GE
• Digital xray, bone density

and ultrasound

• Fast appointments and reports

• Instant internet access to studies

ADVANCED Radiology
,
Inc .

525 Broad St • Cumberland
Tel. 727-4600 Fax 727-4690



Your practice is vulnerable to business-related

liabilities including billing errors and omissions,

discrimination, and wrongful termination.

NORCAL’s Physicians Administrative Defense (PAD)

coverage helps you defend against these claims

whether filed by government agencies, regulatory

boards or third-party payers. PAD also provides for

practice interruption and legal consultation.

Focus on your patients. We’ll focus on protecting

your practice.

NORCAL
Mutual Insurance Company

Your Reputation Depends On It

800 -652-1051
www.norcalmutual.com

Not all liabilities are easy to see.
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RHODE ISLAND MEDICAL SOCIETY’S
INSURANCE BROKERAGE CORPORATION
INTRODUCES CUSTOMIZED
FINANCIAL-PLANNING SERVICES
FOR THE
HEALTHCARE
PROFESSIONAL

Established by Rhode Island Medical Society for the

benefit of the medical community to provide a cost-effective

and convenient means of providing necessary insurances,

Insurance Brokerage Corporation is now a one-stop resource

for area physicians. We’ve built our reputation for friendly,

responsive and informed service as your broker for Profes-

sional Liability Insurance. We now invite you to benefit from

our expertise in Life Insurance and Financial Planning

Services.

Please return this coupon or call for a free, no-

obligation review of your current coverage.

RIMS Insurance Brokerage Corporation

One Hayes Street, Providence, Rhode Island 02908

Phone (401) 272-1050 • Fax (401) 272-1051 • RI Toll Free 800-559-6711

CH YES, I’d like a free review of my current coverage.

I’d like to know more about:

Disability Income Protection Professional Liability

Education Funds Workers’ Compensation

Life Insurance Individual Retirement Accounts

401K Plans Estate Planning

Group Insurance Annuities

Key Man Coverage Pension and Profit Sharing

Deferred Compensation

Please print.

Name

Business

Address

City— State Zip

Bus. Phone

Res. Phone

RIMS Insurance Brokerage Corporation

One Hayes Street, Providence, Rhode Island 02908

Phone (401) 272-1050 • Fax (401) 272-1051 • RI Toll Free 800-559-6711
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^ Commentaries

Prison Clinical Trials

An eminent ethicist read the manu-

scripts in this issue and decided he

was not sufficiently versed in the field

to venture a critique or overview of

these articles. The authors include Dr.

Anne De Groot, the guest editor, one

of the finest laboratory scientists at

Brown University, and Nancy Dubler,

from Albert Einstein College of Medi-

cine. Ms. Dubler is a lawyer who has

become a prominent ethicist. Even

though I claim no expertise, as the edi-

tor I feel the need to point out the is-

sues I consider important to the general

reader. Fools venture where angels fear

to tread.

II I read these papers correctly,

they pose two fundamental questions:

Is this one type of “undue influence”

or “positive” coercion? And when does

coercion cross the line from ethical to

unethical? The basic postulates are

that: a) health care for prisoners with

AIDS is substandard; b) the quality ol

medical care in any American-run

AIDS clinical trial will equal and most

likely far exceed that available to pris-

oners even for subjects randomized to

the placebo arm of a study; c) prison-

ers themselves welcome these trials.

On the lace of it there doesn’t ap-

pear to be much of a problem. Pris-

oners may choose to participate and

receive enhanced medical care, or not,

in which case they probably get their

usual (poor) care. Is this a real choice?

Does a drowning man have a choice if

offered a life preserver but told he must

give up his firstborn? Supposing the

prison authorities have no vested in-

terest one way or the other, then the

choice is the prisoner’s. But what hap-

pens to the ethical balance if the prison

gains something from each subject,

perhaps a small monetary commission

(especially in a for-profit prison and a

corporate-sponsored trial) or just the

eased burden of spending less per year

on drug costs and medical fees? What
if the prison decides to make life less

comfortable for eligible prisoners who
refuse to participate? What if there is

petty, or not-so-petty harassment?

Surely these scenarios would make tri-

als unethical since prisoners would in

fact be coerced to participate. II we

return to the hypothetical scenario of

a prison with absolutely no interest,

one way or the other, in what decision

a prisoner makes, is it coercive to

choose between substandard vs excel-

lent care?

Our contributors, who have given

great thought to this question and to

trying to improve the lives of prison-

ers, think this is not coercive and sup-

port the concept of trials in prisons.

But one can ask if they themselves can

judge. Do they benefit from the tri-

als? Do they get more publications,

more research dollars for other projects,

higher preference for the next com-

mercially underwritten AIDS study?

in the case ol Dr. De Groot, for ex-

ample, this is clearly not the case. She

is a laboratory researcher and her ca-

reer advancement would be slowed, not

advanced, by a foray into clinical trials

in prison. Her participation should be

seen as altruistic. This journal issue

then is an attempt to ethically justify

this venture.

The reader should keep in mind

that phase 1 and phase 2 trials are not

allowed. This eliminates the first pass

risk aspect of a clinical trial. Only af-

ter the safety questions have been ad-

dressed can these trials proceed.

These authors have not addressed

the issue, however, ofwhat constitutes

“undue influence.” Could trials in-

clude payments for non-participants?

Could potential subjects fill out anony-

mous questionnaires designed to find

out why they are volunteering for the

study? Perhaps an independent review

board could review these question-

naires and decide whether “undue-in-

fluence” was forcing participation.

There are two further points I

wish to make, and readers are welcome

to contribute their own thoughts. The

first is “scientific.” The prison popu-

lation is special in that compliance may

be enforced. Study results then may

more accurately assess drug response

than a typical outpatient study; but a

guaranteed compliance rate, similar to

observed therapy inTB treatment, may

not extrapolate to the non-imprisoned

population. The merits of this ap-

proach may be debated and are not

necessarily bad. This population may

then be of special interest to corporate

sponsors wishing to demonstrate drug

efficacy. Which brings me to the sec-

ond point, the “slippery slope” argu-

ment. Assuming that the AIDS trials

discussed are ethically acceptable, pos-

sibly ethically “mandatory,” there must

be extreme awareness of the possibili-

ties for less well-intentioned parties to

begin studies using prisoners in less

ethically sound studies both for AIDS
and other conditions.

The authors of these articles are

to be commended for jumping into the

fray and raising our consciousness,

whether we agree or not. I lament the

observation of Dr. De Groot that the

only prison AIDS studies currently

under review are those operating un-

der the strict federal guidelines of the

OPRR and the studies not so well over-

seen have escaped this oversight.

- Joseph H. Friedman, MD

Medicine and Health / Rhode Island



The Blessings and Hazards of Prophecy

The studio was filled with the rich odour of roses, and when

the light summer wind stirred amidst the trees of the garden

there came through the door the heavy scent of lilac, or the

most delicate perfume of the pink-flowering thorn.”

Thus begins Oscar Wildes “The Picture of Dorian Gray.”

Romantically inclined readers will sigh visibly and respond to

the imagery with enthusiasm. But practical readers may be dis-

mayed that no barriers intervened between the feral exterior

and the civilized interior. Admittedly, the mosquito population

in turn-of-the-century England was negligible when compared

with New England. But were there no screens to keep the other

summer insects from sharing the interior of the house with hu-

mans?

The late 1 9th Century witnessed a profound improvement

in the health and longevity ofEuropeans and North Americans.

Some of these gains reflected better housing and more abun-

dant food; and some can be ascribed to vaccines and antisera

against smallpox, diphtheria, typhoid and rabies. But the ma-

jor forces contributing to this health advantage came through a

bettter understanding of the kinetics ofcommunicable disease.

These contributions included the development ofeffective sew-

age systems, protected sources of drinking water, invention of

the flush toilet, and screening, both cheap and durable, which

allowed the aromas of verdant summer to enter the drawing

room while excluding disease-bearing insects.

Screens come in various sizes, degrees ofporosity and pur-

pose. Some serve merely as decorative partitions, dividing one

space from another. And then there are skin ointments which

screen out the damaging ultraviolet sun rays. All screens seem

to have one common feature: they block certain things but not

others. The obstructed object might be an unwanted view, a

damaging sun ray or a biting insect.

Medicine has now inverted the meaning of screening to

describe diagnostic procedures which identify persons who are

likely to have, or to develop in the near future, a particular dis-

ease. A medical screen, then, functions more as a capturing

dragnet than as an excluding screen.

Medical screens are rapid, relatively cheap triage procedures

used to detect disease among apparendy healthy populations.

A positive test does not provide absolute assurance that the dis-

ease exists, merely that the likelihood is very high. Only when a

test is positive will a more expensive, more precise test be per-

formed. In the real world screening becomes a compromise

between the ideal and reality.

Most systemic diseases begin in silence. Then, for a vari-

able interval [in the case of some cancers, years] the disease

progresses insidiously until finally it produces symptoms reflect-

ing internal dysfunction. The time between the biological on-

set ofthe disease and the time it finally becomes externally evident

is called the latent, or subclinical, interval. It is during this in-

terval, when no warning symptoms have as yet arisen, that screen-

ing, a vital component of preventive medicine, becomes most

effective.

The development ofscreening tests rests upon the unvoiced

presumption that the detection of a disease in its earliest phases

increases the likelihood of cure and allows for the rapid deploy-

ment ofpublic health measures. But there are still illnesses where

medicine has neither cure nor even interventions to slow its

progress. Screening for such rare diseases will only bring added

months ofanxiety and dismay to those told that they are victims

of an incurable, inexorable disease. Screening therefore requires

that it be used judiciously and compassionately.

And screening, with all of its obvious benefits, creates still

further problems. All tests, but particularly screening tests, pro-

duce a small percentage of inaccurate results. Test results, ulti-

mately, will have divided those tested into four defined

populations. The vast majority are in the category of the truly

negative. Then there are the true positives, typically about 1%,

with the underlying disease then verified by more precise tests.

There are two further groups. Those who initially test positive

but with more specific tests are shown not to be positive [the

false positives] . And those who test negative but in reality harbor

the early phases of the disease in question [the false negatives].

Consider now the ramifications ofbeing a false positive or a

false negative. If falsely labelled positive, one endures the cus-

tomary anxieties before eventually finding out that the screening

test is inaccurate. And worse, if one is a false negative, one

merrily goes on with a mistaken sense of security while a disease

such as cancer silendy advances. Screening tests that produce a

significant percent of false negatives and false positives are cus-

tomarily discarded.

Medicine also uses the word screening loosely in forensic

settings: testing for illegal performance-enhancing drugs, psy-

choactive chemicals, nervous sytem depressants in comatose emer-

gency room patients, and for the rapid identification of poisons

in children who may have swallowed some household chemical.

Screening for inapparent disease, however, need not always

be chemical. Mammography employing x-rays, has proven to

be of immense help in detecting early - and therefore curable -

breast cancer. The five-year survival rate has risen dramatically

in the last few decades. The screening test might be a micro-

scopic examination such as the Pap test for cancers of various

sites, particularly the uterine cervix.

Screening procedures can even identify currendy healthy

individuals who bear certain inherited traits which may manifest

themselves, decades later, as genetic disease. Indeed, when the

elements ofthe human genome are revealed in the next few years,

DNA analysis ofnewborn infants may eventually predict whether

such afflictions as cancer, diabetes or Alzheimer s disease will await

them in adulthood.

There are some who do not wish to have access to this in-

formation. Each day offers enough worries, they contend, with-

out adding the less savory aspects of the future. After all, these

tests predict only bad things and are silent on whether the person

tested will win a future lottery. And there are still others who

worry lest such predictive information may become public knowl-

edge, thus abridging the privacy and civil liberties ofthose whose

screening tests prophesy a grim destiny.

- Stanley M. Aronson, MD
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Clinical Trials in Correctional Settings:

Proceedings of a Conference Held In Providence, Rhode Island, October 13-15, 1999

Introduction

Anne S. De Groot, MD, Elizabeth Hannah Jackson, Elizabeth Stubblefield

Abbreviations Used:

ACTG AIDS Clinical Trials Group

AIDS acquired immune deficiency

syndrome

CDC Centers for Disease Control and

Prevention

DOC Department of Corrections

FDA Food and Drug Administration

HEPP HIV Education/Prison Project

HIB human immunodeficiency virus

IDU intravenous drug user

NIH National Institutes of Health

OHRP Office for Human Research

Protections

OPRR Office for the Protection against

Research Risks

P
articipation in clinical trials can

provide prisoners with access to in-

novative treatments and improve their

care. However, research that involves

prisoners is legally restricted and ethi-

cally problematic. An elaborate system

of regulations and professional pro-

scriptions is in place to protect prison-

ers, who, by virtue of their captivity,

are an especially vulnerable class ofhu-

man research subjects. The unique

problems and opportunities that result

from the large number ofHIV-infected

prisoners require researchers and clini-

cians to reconsider how the current

regulations can be applied to prisons.

It is essential that protections against

abuse remain strong. At the same time,

it is critical that we craft a legal frame-

work to promote the ethical conduct

of research, allowing prisoners to ben-

efit from the possible therapeutic ef-

fects of innovative treatments.

With this in mind, a group ofHIV
care providers who work in correctional

settings organized a conference on the

conduct of clinical trials - partly in re-

sponse to unpublished reports citing an

increase in clinical trials in those settings.

Conference organization and partici-

pation

On October 13-1 5, 1999, correc-

tional medical experts, legal experts,

ethicists, and prisoner advocates at-

tended the “Clinical Trials in Correc-

tional Settings Conference” organized

by the Brown University AIDS
Program’s HIV Education/Prison

Project and Yale University (HIV in

Prison Project and Center for Interdis-

ciplinary Studies on AIDS). The goals

were to examine the history of trials in

correctional settings, to review medi-

cal, legal, and ethical guidelines for the

conduct of clinical trials, to hear about

ongoing trials and to propose expanded

guidelines which would enable inmates

and their HIV providers to have

access to experimental thera-

pies, while protecting inmates

from potential abuses of clini-

cal research.

Conference organizers

were Anne S. De Groot, MD,
Director of the TB/HIV Re-

search Lab at Brown University

and Co-chair of the HIV Edu-

cation/Prison Project (HEPP)

at the Brown University AIDS

Program, David Thomas, MD,
JD, Medical Director of the

Florida Department of Correc-

tions (DOC), Frederick A.

Altice, MD, of the HIV/Prison

Project at Yale University, and

Al Novick MD, of the Center for In-

terdisciplinary Studies on AIDS at Yale.

Additional organizers included David

Wohl, MD, of University of North

Carolina, David Paar, MD, of Texas

UTMB and Director of HIV care for

the Texas DOC, Joe Bick, MD, of the

California DOC, Betty Ryder, of the

NC DOC, Ned Heltzer, of PHS, Lou

Tripoli, MD, ofCMS (central office)

and Ken Mayer, MD, Director of the

Brown University AIDS Program. The

conference was sponsored by the HIV
Education Prison Project at Brown and

supported by unrestricted educational

grants to HEPP at the Brown AIDS

Program by ten manufacturers ofHIV
medications (Abbott, Agouron,

Bristol Meyers Squibb, Glaxo

Wellcome, Hoffman LaRoche,

Gilead, DuPont, Merck,

OrthoBiotech, and Roxane).

Organizers and participants recog-

nized the linkage between advances in

medical treatment and the conduct of

medical research. Many participants

were “hands-on” providers ofHIV care,

familiar with the conduct of clinical

trials for AIDS research in the com-

munity, who wished to provide equal

access to research benefits for their in-

carcerated patients. Many researchers

(clinical trialists) and pharmaceutical

company representatives attended the

conference, as did representatives from

the Centers for Disease Control and

Prevention (CDC), the Office for the

Protection against Research Risks,

(OPRR, now the Office for Human
Research Protections or OHRP), and

the National Institutes of Health

(NIH). Representatives from the Fed-

eral Drug Administration (FDA),

which regulates clinical trials that are

not funded by a federal agency (such

as trials conducted by the pharmaceu-

tical industry), were invited but did not

attend.

It was clear Irom conference re-

ports that clinical trials in correctional

settings had been, and were being, con-

ducted. Some of the studies reported

at this conference were funded by the

NIH through the AIDS Clinical Trials

Group. Human studies components of

these studies would be regulated by the

OHRP. Other trials were funded and

carried out by the pharmaceutical in-

dustry; human studies components of

these trials would normally be regu-

Medicine and Health / Rhode Island



lated by the FDA. Researchers (both

academic and industrial) have been

actively seeking out correctional re-

search partners. It was not clear

whether government regulatory agen-

cies were aware of the number of tri-

als, past or current, in correctional

settings.

The number of trials, moreover,

has increased because the number of

inmates affected by HIV, TB, and

hepatitis C has increased. The num-

ber of inmates affected by HIV is 5 fold

higher than the number in the general

population. Tuberculosis case rates are

five to twenty times higher; hepatitis

C case rates are nine times higher. As

these numbers rise, medical research

related to the treatment of HIV, TB
and Hepatitis C in correctional settings

may become even more common.

Concentration of Selected Subpopu-

lations Behind Bars

Dramatic increases in incarcera-

tion, poor and overcrowded prison

conditions, and a low standard of

health care complicate the ethical ques-

tions surrounding research in prisons.

Between 1980 and 1994, the number

of inmates in federal and state prisons

and local jails almost quadrupled —
from 501,886 in 1980 to 1,860,520

in 1999.
1 As of 1998, 1 in 150 US

residents was living behind bars. The

growth rates are quickening at an un-

precedented pace: in 1999, the Federal

prison population rose by 9.9% (up

10,614 prisoners), the largest 12-

month gain ever reported. 2

The driving force has been an up-

surge in incarcerations for drug-related

crimes. Intensified police scrutiny and

mandatory minimum sentencing poli-

cies have raised the number of adult

arrests for drug-related offenses. Be-

tween 1985 and 1998 drug arrests

nearly doubled, from 7 1 8,600 in 1985

to 1,353,300 in 1998. 3 Between 1990

and 1996, 72% of the growth in the

number ofsentenced prisoners was due

to increases in arrests for illicit drug-

related offenses.
4

Adding to the concentration of

IDUs behind bars are the high rate of

recidivism and the revolving cycle of

incarceration. The Bureau of Justice,

examining release records for 1 1 states

in 1983, estimated that 62.5% were

rearrested for a felony or serious mis-

demeanor within 3 years, 46.8% were

reconvicted, and 41.4% returned to

prison or jail.
5 The cycle of incarcera-

tion is particularly significant consid-

ering its link with HIV infection:

recidivism rates are higher among in-

jection drug users and people with HIV
infection. Individuals who are both

IDUs and HIV-infected have even

higher recidivism rates.
6' 8

The recent surge in prison and jail

populations has concentrated people

living with HIV/AIDS behind prison

walls - as many as one-fifth of the

nation’s HIV-infected population pass

through prisons and jails.
9 Nationally,

AIDS is the leading cause of death in

prison. 10 " 12

In response to the surging prison

population, the government has con-

structed new correctional facilities. For

the fiscal year 1995, the state and fed-

eral governments planned $5.1 billion

in new prison construction. 13 Never-

theless, overcrowding remains severe.

Historical Perspective on Clinical Tri-

als in Prisons

Historian Jon Harkness opened

the conference with a review of the his-

tory of clinical trials in correctional

settings.
14 During the early 1960s and

1 970s, 90% ofdrugs licensed were first

tested in prisoners. Following a series

of prison research scandals and wide-

spread concern about the abuse ofpris-

oner research subjects, a committee was

formed to review the conduct of these

trials and examine whether inmates

were capable of giving voluntary and

fully informed consent ( the 1978

“Belmont Report”).

Subsequently, federal regulations

limited research in correctional settings

to four categories: (1) low-risk studies

of “the possible causes, effects, and pro-

cesses of incarceration, and of crimi-

nal behavior”; (2) low-risk studies of

“prisons as institutional structures or

of prisoners as incarcerated persons”;

(3) research on conditions particularly

affecting prisoners as a class (for ex-

ample, vaccine trials and other research

on hepatitis which is much more preva-

lent in prisons than elsewhere...); and

(4) research that has “the intent and

reasonable probability of improving the

health or well-being of the subject.”

Most clinical trials in correctional set-

tings would fall under the last category.

Likewise, Office for the Protection

from Research Risks (OPRR, now
OHRP) guidelines prohibit the imple-

mentation of phase I and II trials and

studies that would not benefit the in-

mate as an individual. Phase III stud-

ies are generally allowed (where state

laws permit clinical research on in-

mates), when the condition under

study is more common among incar-

cerated populations and the interven-

tion stands to benefit the patient.

Following Dr. Harkness’s review,

attendees discussed ethical, legal, and

medical criteria for the conduct of tri-

als in corrections, considering the ex-

isting trials taking place in correctional

settings.

Legal and Ethical Conflicts: confine

and punish vs. provide care

For health care in prisons, the

overwhelming reality is the tension

between the conflicting values ofmedi-

cine and security. The goal of correc-

tions is to confine and to punish. Not

surprisingly, security interests often

take precedence over prisoners’ health.

Correctional health services must di-

agnose, comfort, and treat in a setting

designed to deprive and coerce. 15 The

biomedical research that takes place in

prison must do so within this context;

and regulations designed both to pro-

tect prisoners from abuse and give

them access to innovative therapies

must carefully balance this tension be-

tween care and punishment.

Regulations and guidelines for the

conduct of research in correctional set-

tings

Regulations to protect human
subjects (and prisoners in particular)

from abuse were issued in 1981 and

revised in 1991 by the Department of

Health and Human Services and the

Office of Protection from Research

Risks.
16 The regulations were based on

the basic ethical principles for the con-

duct ofhuman research set forth in the

377
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Belmont Report of 1978. 17 The three

main principles- respect for persons,

beneficence, and justice- were meant

to provide an ethical foundation which

could be used to generate specific rules

and regulations to govern research in

different contexts. However, these

principles are difficult to interpret in

the correctional setting. Respect for

persons, for example, requires that in-

dividuals be treated as autonomous

agents. Yet the hierarchy in prison

makes it extremely difficult for prison-

ers to act autonomously. Beneficence

calls for the best interests ofan inmate.

Yet what does it mean to look after the

best interest of an inmate who is being

confined and punished? Justice, again,

is difficult to achieve in a setting where

the injustices of the larger society are

amplified.

Clinical trials guidelines have been

in the news this year in the wake of

several incidents. As ofJune, 2000, the

NIH required key personnel on clini-

cal research awards to complete train-

ing in human subject protection before

the NIH will issue an award. Training

is available at an online tutorial for

NIH intramural investigators, “Pro-

tection of Human Research Subjects:

Computer-Based Training for Re-

searchers,” at http://helix.nih.gov:

8001/ohsr/newcbt. The Office for

Human Research Protections became

the organization responsible for safe-

guarding participants in clinical trials,

replacing the Office for Protection

from Research Risks (OPRR).

Ongoing clinical trial research in cor-

rectional settings

Conference participants learned

that inmates do currently participate

in clinical trials in a number of correc-

tional institutions. In Texas, for ex-

ample, the close association between

the University of Texas medical pro-

grams and corrections enabled inmate

participation in a wide range of trials

of anti-retroviral agents. In Florida,

clinical studies have been carried out

at the Central Florida Receiving Facil-

ity South Unit under the direction of

the University of Miami AIDS Clini-

cal Trials Group (ACTG). In North

Carolina, clinical research studies have

also been conducted. These studies,

though, are limited to those that have

a direct impact on inmate health (e.g.,

studies of the efficacy of directly ob-

served therapy).

Clinical Trials “Working Groups” and

New Guidelines

Conference “working groups” dis-

cussed the following topics: who
should conduct trials, what type of

correctional setting would be appropri-

ate for trials, what type of research

should be allowed in correctional set-

tings, and whether coercion and un-

due influence were factors influencing

prisoner participation in research. Each

of the four working groups included

former inmates, inmate advocates, ethi-

cists, lawyers, correctional representa-

tives, and correctional physicians, as

well as audience members. Afterward,

a group of 16 experts and 20 observ-

ers met to report on issues raised dur-

ing the working group sessions, and

began to formulate more detailed

guidelines for the conduct of clinical

trials in correctional settings. These

guidelines are in preparation; contact

the HIV Education Prison Project at

Brown University for more informa-

tion.

In general, conference participants

and members of the closed panel ap-

peared to agree that prisoners should

have access to clinical trials in correc-

tional settings; however, due to con-

cerns about prisoner vulnerability to

coercion and undue influence, the at-

tendees also agreed that the setting for

the trial should conform to certain

standards and that the conditions at the

site should be monitored. Among par-

ticipants who were in favor of allow-

ing prisoners access to clinical trials, all

were in favor of restricting trials to lo-

cations where “good clinical practice”

was already in place or would be put

in place with the clinical trial, so that

prisoners would not be restricted to

participating in a clinical trial to ob-

tain decent medical care. One interest-

ing proposal called for a national

correctional clinical trial review com-

mittee (similar to groups that accredit

prisons and prison hospitals) that

would review each trial proposed for a

correctional setting and monitor the

site for compliance with the guidelines’

criteria.

Audience participation was wel-

comed at all points in the proceedings.

Discussions were occasionally side-

tracked by reports about the dismal

state of health care in some correctional

settings; however, most participants

concurred that “correctional healthcare

standards” could not be adequately

addressed in this conference. A small

group of individuals had warned con-

ference organizers that they would dis-

rupt the proceedings to protest the use

of “inmates as guinea pigs.” These in-

dividuals were effectively silenced by

participants who pointed out their lack

of familiarity with the linkage between

clinical trial participation and im-

proved clinical outcomes 1819 and their

lack of experience, as clinical provid-

ers and/or former inmates, with HIV/

AIDS and with the current state of

health care correctional settings. None-

theless, many of the participants who

did not oppose clinical trials per se

sought to monitor more closely the

conduct ofAIDS clinical trials in cor-

rectional settings. Their concerns were

reported to groups of ethicists, legal

specialists, physicians, and inmate ad-

vocates who will be developing the new

guidelines.

Overall, participants reported

feeling that they were present at a mo-

mentous event, because this conference

was one of the first national meetings

on the topic of clinical trials in correc-

tional settings to be convened in more

than 20 years.

Future Directions

Tension is growing between the

need to restrict experimental drug tri-

als in prisons and the need to ensure

wider access. Despite the need to pro-

tect prisoners, the pressures for preven-

tion and treatment generated by the

AIDS epidemic are mounting. How
can we resolve’ the need for treatment

without sacrificing prisoner protec-

tions? The Clinical Trials in Correc-

tional Settings conference explored

possibilities for building a consensus

among experts. The discussion ex-

plored the possibility of establishing a
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review process, which could allow prisoner patients access

to the benefits of clinical trials without sacrificing current

protections. The articles that follow are based on remarks

made at the conference.

In order to balance protection from abuse and access

to treatment, we must consider several questions: Why are

prisoners so vulnerable to abuse? T. Howard Stone addresses

the environment of corrections and the conduct of research.

How does the current regulatory system protect prisoners

from harm and provide them access to benefits? Jeffrey

Cohen reviews current OHRP guidelines and their appli-

cation to the correctional setting. How can legal condi-

tions promote the ethical conduct of research under these

new circumstances? Zita Lazzarini addresses the legal con-

text of health care in corrections and how that context af-

fects the conduct of research. Nancy Dubler sets forth the

ethical framework for trials in corrections. Finally, Marga-

ret Fischl describes an ACTG trail in the Florida Depart-

ment of Corrections.

This is an unprecedented historical moment: the time

is critical; the issue is vital. We must not back down in the

effort to protect prisoners from research abuse. At the same

time, we must remain persistent in the effort to provide

prisoners with effective HIV treatment and a higher stan-

dard of care.
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Coercion and Prisoners as a Vulnerable Class of

Human Research Subjects

The 1.8 million men and women
in our nation’s prisons and jails re-

main extremely vulnerable to abuse as

subjects for biomedical and behavioral

research.
1 Many factors contribute to

the peril of research in prisons: a his-

tory ofexploitation, restrictions inher-

ent on prisoners, and a poor standard

of health care. These factors all place

prisoners at great risk.

A History of Abuse
Concern for prisoners as a vulner-

able class of research subjects is rooted

in a history of abuse. The Nuremberg

war tribunals exposed the atrocities

committed by the Nazis and called to

the attention of the world the poten-

tial for abuse in research involving hu-

man subjects. One result was the

Nuremberg code, which established 10

principles of conduct for research on

human subjects.
2

Yet in the three decades following

the Nuremberg trials, widespread abuse

and unrestricted medical research on

prisoners in the United States contin-

ued. It was not until the 1970s when

the abuses in prison research began to

surface. Jessica Mitford documented

the ways in which physicians and drug

companies profited from using prison-

ers as experimental material.
3 Numer-

ous federal court cases revealed

shocking descriptions of abuse. 4 A
journalist spotlighted the Tuskegee

study, which enlisted poor rural black

men as subjects for research on the

untreated course of syphilis.
5 While the

Tuskegee experiment did not involve

prisoners, the scandal spurred an anti-

research sentiment in research that uses

human subjects.

In recent years public awareness

has been heightened. But prisoners still

remain vulnerable to abuse in research

that takes place outside of the public

view. Many factors operate behind bars

to place prisoners at risk.

T. Howard Stone, JD, LLM

Public Indifference

Cultural indifference to the plight

of prisoners exacerbates their vulner-

ability as research subjects.
6 Over 74%

of persons surveyed in 1998 believe

that our courts do not deal “harshly

enough” with criminals, while 72.8%

of persons polled in another survey

believe that there is “too much concern

in the courts for the rights of crimi-

nals.”
7 Changes in the sentencing

structures have resulted in an exponen-

tial increase in incarceration rates.
8 This

attitude poses a serious threat to the

protection of prisoners’ rights; any con-

cern among politicians and the public

about the use of prisoners in clinical

trials may be remote.

The potential for abuse in research

involving prisoners is amplified by the

fact that racial minorities are dispro-

portionately represented in our nation’s

prisons and jails.
9 A large minority

population in the prisons increases the

potential for abuse because it contrib-

utes to a racist public indifference to-

wards the plight of prisoners. The

legacy of the Tuskegee experiments has

illustrated the greater potential for

abuse of poor racial minorities- the

same racial minorities who are dispro-

portionately represented in today’s pris-

ons and jails.

Conditions of Incarceration

Concern over the use of prisoners

in research not only stems from a his-

tory of past abuses and current public

indifference, but is also rooted in a

number of conditions inherent to in-

carceration. By nature of their confined

environment, every aspect of prison-

ers’ lives is determined by coercion and

punishment. Confinement also results

in “learned dependency” or “learned

helplessness.” Guided by entrenched

and generally inflexible rules, authori-

ties determine almost every aspect of

life in prison, from diet, to exercise re-

gime, access to health care, and re-

course to grievance regarding just about

any matter. Under these conditions,

prisoners’ ability to exercise free choice

in their decisions to participate in re-

search is severely limited.

Prisoners’ vulnerability to abuse is

exacerbated by the nature of confine-

ment in a closed environment, isolated

from social support. Lack ofeducation

and poor literacy skills also contribute

significantly to the potential for

abuse.
10 Given that clinical investiga-

tors often fail to comply with federal

regulations that require them to pro-

vide subjects with information in lan-

guage that is understandable to them,

prisoners may well not understand in-

formed consent documents. 11

Perhaps the most significant fac-

tor placing prisoners in a perilous po-

sition as research subjects is their poor

health status and limited access to qual-

ity health care. While prison conditions

have greatly improved over the past 30

years, conditions are still deplorable in

many institutions and inmates fre-

quently do not receive adequate care.

As late as 1989, prison systems in 39

states and the District of Columbia,

Puerto Rico, and the Virgin Islands

were found to have constitutionally

unacceptable conditions, including

overcrowding and poor medical care.
12

Even correctional health care provid-

ers often do not believe that inmates

should receive a community standard

of care.
13 A low standard of health care

heightens prisoners’ vulnerability be-

cause they may decide to participate

in clinical trials as a way of obtaining

health care that is otherwise unavail-

able.

Undue Influence

The undeniably poor health care

which exists in many prisons seriously

impedes the capacity of prisoners to

give truly voluntary informed consent
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to participate in research. While it may

be unlikely that prisoners are routinely

coerced into consenting, it is altogether

likely that they are unduly influenced.

“Coercion” can be defined as a lack of

choices that involves a threat, penalty,

or the revocation of a right, privilege

or benefit. By contrast, “undue influ-

ence” refers to a larger category of prac-

tices that are not overtly coercive,

including bribery, monetary induce-

ments, duress, deceit, or exaggerated

misrepresentations of the benefits of

research.

In the case of clinical trials for

HIV/AIDS, substandard or suboptimal

HIV care is likely to act as an undue

influence because prisoners may elect

to participate in research to obtain care

that is not otherwise available. The

enticing benefits of a higher standard

of care may create a situation in which

prisoners are coerced by the conditions

of incarceration. Some argue that pris-

oners, by virtue of their total confine-

ment in such poor conditions, cannot

give uncoerced consent and thus

should not be used as research subjects

under any circumstances. 14

Another likely undue influence in

the case of HIV/AIDS research is the

’’therapeutic fallacy;” that is, the ten-

dency for patients to consent to par-

ticipation in research at the suggestion

of their physician because the patient

fails to distinguish between the

physician’s therapeutic and investiga-

tive roles. In prison, where inmates’

decisions are so rarely their own, “thera-

peutic fallacy” is even more likely to

be a factor ofundue influence. Offend-

ers may have little recourse to alterna-

tive care if they do not participate in a

research arm of a clinical protocol.

The case for future prisoner par-

ticipation in human subject research is

disquieting. Given historical abuses,

poor prison conditions, poor health

status of prisoners, and real concerns

over the ability of prisoners to provide

true voluntary and informed consent,

it is essential that we remain vigilant

in the effort to protect prisoners from

research risks. Professionals in the field,

including ethicists, lawyers, and health

care providers, must counter public

indifference and act as the standard

bearers for prisoners’ rights that are

implicated by prisoners’ participation

in human subject research. To ensure

that the historical abuse of prisoners is

never again repeated, clinical investi-

gators, the institutions they work for,

research sponsors, and government of-

ficials must implement added protec-

tion that is commensurate with

prisoners’ heightened vulnerability.

Even correctional health

careproviders often do not

believe that inmates should

receive a community

standard ofcare.
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Research Infrastructure and IRB/FDA Requirements

Asa particularly vulnerable population,

-/jcprisoners are protected by federal

regulations that govern the research of

human subjects. A growing public con-

cern over the potential for abuse of hu-

man research subjects in the 1970s,

prompted the Department ofHealth and

Human Services (DHHS) and the Office

for Protection from Research Risks (now

called the Office for Human Research Pro-

tections, (OHRP) and located in the Of-

fice ofthe Secretary ofthe DHHS) to issue

specific regulations for the conduct of re-

search involving human subjects. In or-

der to implement the protections for

prisoners contained in the reguladons, we

must unravel their complexities. Investi-

gators, lawyers, ethicists, and medical pro-

viders must thoroughly comprehend the

guidelines in order to follow them closely

and ensure that prisoners are provided the

necessary safeguards.

Structure, Applicability, and
Enforcement

Part 46 of Title 45 of the Code of

Federal Regulations (45CFR46) presents

these reguladons in four subparts. Sub-

part A, also known as the “Common
Rule,” oudines the basic federal require-

ments for research performed on humans,

including requirements for the composi-

tion of Institutional Review Boards and

general requirements for informed con-

sent. The three other Subparts each apply

to research on a specific class of vulner-

able human subjects. Subpart B governs

research involving pregnant women and

fetuses, SubpartC governs research involv-

ing prisoners, and Subpart D governs re-

search involving children.

Federal regulations apply only to

federally supported or conducted re-

search. For Subpart A, this includes re-

search that is supported or conducted by

any ofthe seventeen federal agencies that

have signed on to the Common Rule.

Subparts B, C, and D apply only to re-

search supported or conducted directly

by the Department of Health and Hu-

man Services. The Department of Edu-

Jeffrey Cohen, PhD

cation, which has adopted Subpart D
for children, is the only exception. The

Human Subjects regulations are en-

forced through institutional assurances;

any institution that conducts federally

supported research must have a writ-

ten assurance of compliance with ei-

ther the federal agency sponsoring the

research or the OHRP before it will be

allowed to conduct that research. Any

research in a particular institution that is

conducted under the auspices of an

OHRP-approved assurance must com-

ply with 45CFR46 Subpart C.

Most research that is not federally

supported or conducted is under the ju-

risdiction of the Food and DrugAdmin-

istration (FDA), which has a different

. . . risks involved in the

research must be

“commensurate with risks

that would be accepted by

nonprisoner volunteers”

M
1*1x1

Web Resources Concerning Clinical Trials

in Corrections

FIEPP News Website: www.HIVcorrections.org

Adult AIDS Clinical Trials Group (AACTG): http://aactg.s-3.com/index.htm

American Foundation for AIDS Research: http:www.amfar.org/

Community Programs for Community Research on AIDS (CPCRA): http://

www.cpcra.ora/

National Institute on Allergy and Infectious Diseases (NIAID): http://

www.niaid.nih.gov

HIV Network for Prevention Trials (HIVNET): http://www.niaid.nih.gov/daids/

hivnet.htm

AIDS Clinical Trial Information Service: http://www.actic.org/

HIVIine:The Clinician’s Educational Resource: www.HIVIine.com

Office for Human Research Protections:: http://ohrp.osophs.dhhs.gov

The Nuremberg Code: http://www.niec.net/ipcb/protocols/nurcode/html

Institutional Review Board (IRB) Guidebook, 1993: Guidance for institutional review

boards for aids studies: http://ohrp.osophs.dhhs.gov/irb.irb guidebooks.htm

Code of federal regulations Title 45, Part 46 Protections for Human Subjects: http://

ohrp.osophs.dhhs.gov/humansubjects/guidance/45cfr46.htm

Abbreviations Used:

DHHS Department of Health and

Human Services

FDA Food and Drug

Administration

IRB Institutional Review Board

OHRP Office for Human Research

Protections

legislative authority and a different set of

regulations. The FDA and the DHHS
regulations are relatively congruent, al-

though there are some differences in the

definition of research and in the defini-

tion of human subjects. Currently, the

FDA does not have a separate set of regu-

lations governing the use of prisoners as

research subjects. According to FDA
sources, the FDA regards prisoners as a

vulnerable population, and encourages

researchers to design their research to

protect the rights and welfare of this vul-

nerable population. The FDA also rec-

ommends that any IRB exercise extreme

care when working with prison popula-

tions, paying particular attention to the

possibility ofcoercion, and emphasizing
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Code of Federal Regulations Title 45, Part 46- Protection of Human Subjects-

Department of Health and Human Services (45 CFR 46)

Subpart C- Additional Protections Pertaining to Bio-medical and Behavioral

Research Involving Prisoners as Subjects

45 CFR- d46.302 Purpose.

Inasmuch as prisoners may be under constraints because of their incarceration which could affect their ability to

make a truly voluntary and uncoerced decision whether or not to participate as subjects in research, it is the purpose

of this subpart to provide additional safeguards for the protection of prisoners involved in activities to which this

subpart is applicable.

45 CFR- d 46.304 Composition of Institutional Review Boards where Prisoners are Involved

(a) A majority of the Board (exclusive of prisoner members) shall have no association with the prison(s) involved,

apart from their membership on the Board.

(b) At least one member of the board shall be a prisoner, or a prisoner representative with appropriate background

and experience to serve in that capacity, except that where a particular research project is reviewed by more than

one Board only one Board need satisfy this requirement.

45 CFR- d 46.305 Additional duties of the Institutional Review Boards where Prisoners are Involved

(a) In addition to all other responsibilities prescribed for Institutional Review Boards under this part, the Board shall

review research covered by this subpart and approve such research only if it finds that:

(1) the research under review represents one of the categories of research permissible under d46. 306(a)(2);

(2) any possible advantages accruing to the prisoner through his or her participation in the research, when
compared to the general living conditions, medical care, quality of food, amenities and opportunity for earn-

ings in the prison, are not of such a magnitude that his or her ability to weigh the risks of the research against

the value of such advantages in the limited choice environment of the prison is impaired;

(3) the risks involved in the research are commensurate with risks that would be accepted by nonprisoner

volunteers;

(4) procedures for the selection of subjects within the prison are fair to all prisoners and immune from arbitrary

intervention by prison authorities or prisoners
;

(5) the information is presented in language which is understandable to the subject population;

(6) adequate assurance exists that parole boards will not take into account a prisoner’s participation in the

research in making decisions regarding parole, and each prisoner is clearly informed in advance that partici-

pation in research will have no effect on his or her parole; and

(7) where the Board finds there may be a need for follow-up examination or care of participants after the end of

their participation, adequate provision has been made for such examination or care, taking into account the

varying lengths of individual prisoner’s sentences, and for informing participants of this fact.

45 CFR- d 46.306 Permitted research involving prisoners.

(a) Biomedical or behavioral research conducted or supported by DHHS may involve prisoners as subjects only if:

(1) the institution responsible for the conduct of the research has certified to the Secretary that the IRB has

approved the research under d46.305 of this subpart; and

(2) in the judgement of the Secretary the proposed research involves solely the following:

(a) study of the possible causes, effects, and processes of incarceration and of criminal behavior
;

(b) study of prisons as institutional structures or of prisoners as incarcerated persons....;

(c) research on conditions particularly affecting prisoners as a class ....provided that the study may proceed only

after the Secretary has consulted with appropriate experts. ..and published notice in the Federal Register of the

intent to approve such research; or

(d) research on practices, both innovative and accepted, which have the intent and reasonable expectation probabil-

ity of improving the health or well-being of the subject. ...The study may proceed only after the Secretary has

consulted with experts and published notice in the Federal Register of his the intent to approve of such research.

(b) Accept as provided in paragraph (a) of this section, biomedical or behavioral research conducted or suppported

by DHHS shall not involve prisoners as subjects.
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Existing Guidelines for Research on Human Subjects

Guideline Source

Nuremberg Code Nuremberg Military Tribunal decision in United States V
Brandt - 1 947

Declaration of Helsinki World Medical Association- 1964, last revised 1996

Belmont Report National Commission for the Protection of Human
Subjects of Biomedical and Behavioral Research- 1979

Code of Federal Regulations for the Protection of

Human Subjects 45 CFR 46 (with Subpart C
pertaining to research involving prisoners)

U.S. Department of Health and Human Services,

Office for Protection from Research Risks, National

Institute of Health- 1981, last revised in 1991

International Ethical Guidelines for Biomedical

Research Involving Human Subjects

Council for International Organizations of Medical

Sciences and the World Health Organization- 1982,

last revised in 1993

the voluntary nature ofthe research. The

FDA has said that it refers researchers to

the DHHS Regulations in Subpart C of

45CFR46 for guidance in conducting

research involving prisoners. Researchers

and institutions should contact FDA di-

rectly for guidance in this area.

Subpart C: Protections for

Prisoners as a Vulnerable

Class of Human Subjects

The explicit purpose of Subpart C
(45 CFR 46.301-46.306) is to protect

prisoners
1 from abuse when they are used

as subjects in research. However, accord-

ing to the regulations, research involv-

ing prisoners should occur only as an

exception to the rule. The key sentence

in Subpart C states that “except as pro-

vided in paragraph A of this section [un-

der very restricted circumstances]

biomedical or behavioral research con-

ducted or supported by DHHS shall not

involve prisoners as subjects.” The regu-

lations recognize that prisoners may be

under constraints because of their incar-

ceration, which could affect their ability

to make a truly voluntary and uncoerced

decision whether or not to participate as

subjects in research. The intent of the

regulations is thus to provide additional

safeguards and protection of prisoners

when they are involved in permissible

research activities.

The first of these safeguards is a re-

quirement that regulates the composition

of Institutional Review Boards (IRBs). At

least one member ofan IRB that reviews

research involving prisoners must be a

prisoner or a “prisoner representative” de-

fined only as someone with sufficient or

appropriate expertise to fulfill that func-

tion (46.304(b)). The OHRP evaluates

the expertise of the prisoner representa-

tive on a case-by-case basis when approv-

ing the makeup of an IRB. Exclusive of

the prison members, all other members

of the IRB must have no other associa-

tion with the prison(s) involved, apart

from their IRB membership (46.304(a)).

Theparole board must

not considerparticipation

as afactorfor release.

The DHHS regulations stipulate

that IRBs must ensure several other safe-

guards before approving research on pris-

oners. Research conducted or supported

by the DHHS must not provide advan-

tages to prisoners that impair their abil-

ity to weigh and evaluate the risks and

benefits of the research (46.305(a)(2)).

Given the institutional context of lim-

ited choice, advantages in general living

conditions, medical care, quality offood,

amenities and opportunity for earnings

may result in undue influence on a

prisoner’s decision to participate. A sec-

ond requirement is that risks involved in

the research be “commensurate with risks

that would be accepted by nonprisoner

volunteers” (46.305(a)(3)). As noted in

the IRB Guidebook, it is critical to un-

derstand the regulations’ definition of

minimal risk. The risks to which prison-

ers may be exposed by participating in

research must be compared with the risks

“normally encountered in the daily lives,

or in the routine medical, dental, or psy-

chological examination of healthy per-

sons” (46.303(d)) - not the risks nor-

mally encountered by prisoners.

Several other minimum require-

ments must be met for research on pris-

oners to be acceptable. The procedure tor

the selection of research subjects must be

fair and must not involve “arbitrary in-

tervention by prison authorities or pris-

oners” (46.305(a)(4)). Information

about the research must be presented to

the prisoners in language that they un-

derstand (46.305(a)(5)). The parole

board must not consider participation as

a factor for release (46.305(a)(6). And

finally, adequate follow-up care must be

provided (46.305(a)(7)).

In addition, the regulations specify

that research may be conducted or sup-

ported by the DHHS only if it falls into

one of the following four categories: (1)

research (involving no more than mini-

mal risk or inconvenience) on the pos-

sible causes, effects and processes of

incarceration and criminal behavior; (2)

minimal risk research on prisons as in-

stitutions or prisoners as incarcerated

persons; (3) research on particular con-

ditions that affect prisoners as a class; and

(4) research on practices likely to benefit

the prisoner subject (46.306(a)(2)(a) -

46.306(a)(2)(d).

The category of research on condi-

tions affecting prisoners as a class is par-

ticularly relevant to questions of HIV
research. Studies under this category

could include placebo-controlled vaccine

trials, research on certain types of hepa-

titis, and research on social and psycho-

logical problems such as alcoholism, drug

addiction, and sexual assaults. Like hepa-

titis, HIV disproportionately affects the

prison population.
2 HIV research in pris-
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ons could conceivably be justified on the

basis that it affects prisoners as a class,

although it remains unclear whether this

is actually the case. This research can only

be conducted in prisons after the Secre-

tary of DHHS has consulted with ex-

perts and published its determination in

the Federal Register

The fourth category of permissible

research, research on practices that might

improve the health or well being of the

individual subjects, is also particularly

relevant for HIV research in prisons.

Because participation in clinical trials is

the best way for many HIV patients to

access effective treatment, the possibility

of therapeutic benefit could allow for

prisons to be more accessible to research-

ers who want to run clinical trials. How-

ever the rule is more restrictive than it

might seem at first glance. Where such

research involves placebo controls, it, too,

can only be conducted in prisons after

the Secretary of DHHS has consulted

with experts and published its determi-

nation in the Federal Register. The

OHRP will then consult with appropri-

ate experts to evaluate the study. Before

the study may be conducted, DHHS
must publish in the Federal Register its

intent to go forward with the research.

This includes Phase One studies using

placebo-control subjects.

Conclusion
The federal regulations designed to

protect prisoners from abuse are exten-

sive. Unfortunately, the regulations are

frequently misunderstood and followed

incorrectly. One prerequisite that is com-

monly overlooked requires the IRB to

notify the OHRP of every DHHS-sup-

ported study that it approves involving

prisoners as subjects. Notification is an

indication that the IRB includes prisoner

representation, that the research falls

under one of the four permissible cat-

egories, and that the IRB has ensured all

other requirements.

To ensure the protection of prison-

ers, researchers and other institutional

representatives must study the regulations

in 45CFR46 and follow them closely.

For additional information see

OHRP guidance on its website: http://

ohrp.osophs/dhhs.gov.

Jeffrey Cohen, PhD, is Associate Di-

rector ofEducation, OfficeforHuman Re-

search Protections.
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A Legal Framework for Clinical Trials

in Correctional Settings

Abbreviations Used:

FDA Food and Drug Administration

HIV human immunodeficiency virus

OHRP Office for Human Research

Protections

PLRA Prison Litigation Reform Act

The phrase “legal conditions for re-

search” has a dual meaning. First,

legal and regulatory provisions cur-

rently set standards for research un-

der certain conditions or may prohibit

it in others. Second, statutes, regula-

tions, case law, and policies could be

revised and reshaped to promote the

ethical conduct of research. Federal

regulations issued by the Office for

Human Research Protection

(OHRP), regulations of the Food and

Drug Administration

(FDA) [discussed previously in the sec-

tion on Research Infrastructures by

Jeffrey Cohen], case law on constitu-

tional issues, and state laws make up

one part of the legal conditions for

research. The second aspect, the area

in which law could act to ensure ethi-

cal conduct of research, is particularly

complicated in the age of the HIV/

AIDS epidemic. The increasing num-

bers of HIV-infected prisoners both

deserve and demand effective medi-

cal care, while rapid advances in de-

velopment of new pharmaceuticals

demonstrate the potential for clinical

trials to benefit many persons with

HIV, including prisoners.
1 A foun-

dational question, then, is how the law

can, in the context of the current le-

gal protections and the HIV/AIDS
epidemic, further promote the ethi-

cal conduct of research?

From this premise, several basic

questions follow. Considering that

clinical trials may provide prisoners

with access to the therapeutic benefits

of innovative treatments, what are the

necessary minimal conditions to per-

mit those trials? How can the law cre-

ate these conditions? What barriers in

the law exist to prevent them? This ar-

ticle will review the legal constraints

that prevent the promotion of ethical

research and then examine specific ar-

eas in which the law could help shape

the necessary conditions for ethical re-

search.

Zita Lazzarini, JD, MPH

Barriers

There are currently two ma-

jor barriers to the promotion of

ethical trials in prisons. The first

is the public perception of pris-

oners as expendable and unde-

serving of special treatment [For

more information regarding public in-

difference towards prisoners see

Howard Stone’s article in this issue:

“Coercion and Prisoners as a Vulner-

able Class of Human Research Sub-

jects”]. In this context, it is difficult to

advocate for any program or invest-

ment that will benefit prisoners. Even

efforts to define and enforce a “com-

munity standard of care” (for health

care in prisons) may flounder because

of a general reluctance to provide pris-

oners with “special care.” This barrier

impedes efforts both to protect pris-

oners from unethical research and to

provide them with access to possibly

beneficial research.

A second barrier to the promotion

of ethical trials is that federal regula-

tions related to research actively dis-

courage research involving prisoners.

Aspects of the federal regulations ap-

pear vague and contradictory to cor-

rectional institutions. The general tone

of state and federal regulations is “pro-

tectionist” if not actually “prohibition-

ist.” Under federal regulations, research

involving prisoners can only occur as

an exception to the rule.
2 Legal provi-

sions other than the federal regulations

also discourage research. At the begin-

ning of the 1990s, laws or regulations

banned research involving prisoners

altogether in nine states and the fed-

eral prison system. 3 “Protectionist”

regulations have an even wider impact,

however. A study from 1995, which

surveyed thirty states, found that nine-

teen specifically banned research in

prisons. Two other states had ambigu-

ous policies that may allow for indi-

vidual participation but effectively ex-

clude prisoner participation because

there are no guidelines to encourage it.
4

Only nine of those states expressly

permitted prisoners to participate. Al-

though the current regulatory structure

cannot effectively protect prisoners

from inadequate living conditions, the

regulatory climate does prevent a sig-

nificant amount of research from tak-

ing place.

How the Law Can Act
Controlling Prison Conditions

Despite these barriers, there are

many areas in which the law could

increase prisoner protection and pro-

vide legal guidelines that would make

ethical trials possible. Perhaps the most

significant of these areas is the legal

control of prison conditions. The cur-

rent state of health care and general

prison conditions in our nation’s cor-

rectional institutions is bleak.
3 The in-

terests of security and punishment

frequently overshadow the interests of

medical care, while pressures to reduce

costs result in extremely limited medi-

cal budgets and a poor standard of

care.
6

[See Howard Stone’s article in

this issue: “Coercion and Prisoners as

a Vulnerable Class ofHuman Research

Subjects”].

Prison conditions are important to

the ethical conduct of research for sev-

eral reasons. Fist, poor conditions in

prisons have an adverse impact on the

process of informed consent. Poor

prison conditions (both living condi-

tions and limited access to health care)

combined with the extremely coercive
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nature of incarceration can create a cli-

mate in which the normal benefits of

research amount to an undue induce-

ment to participate.
6 Conditions con-

ducive to truly voluntary consent, then,

require establishment and maintenance

of a basic level ofprison conditions and

a community standard for both gen-

eral and HIV-specific medical care.

(See below, Establishing a Community

Standard of Care) [See also “An Ethi-

cal Analysis of Clinical Trials in Cor-

rectional Settings” by Nancy Dubler in

this issue.]

Second, poor prison conditions

often interfere with the conduct of

good research. Security measures, in-

flexible scheduling, or poor living con-

ditions can adversely affect the quality

of the data. If subjects are inacces-

sible because they are in “lock down”

(a common prison procedure which

requires inmates to remain in their

cells), if they are not allowed access to

their medications, or if they are poorly

fed, housed, or exposed to additional

health risks, the results of the research

will be compromised.

The control of prison conditions

is a domain in which the law has acted

in the past and where the law must act

in the future. The United States Su-

preme Court established the minimum
constitutional standard ofmedical care

in prisons in Estelle v. Gamble in 1976.

The court held that “deliberate indif-

ference to the serious medical needs of

inmates constitutes the willful and

wanton infliction of pain which the

Eighth Amendment is designed to pro-

hibit.”
7 This ruling established a con-

stitutional standard to evaluate the

adequacy of medical services. Yet it

leaves the term “deliberate indiffer-

ence” open to a wide range of inter-

pretations and does not require

correctional institutions to provide in-

mates with a community standard of

care.

The primary legal recourse for

challenging the standard of health care

has been case-by-case litigation. Prison

litigation has increased dramatically

since the 1970s, from 6,600 cases filed

by prisoners in 1975 to more than

39,000 in 1994. 8 Case-by-case litiga-

tion has become the primary legal re-

course for monitoring both medical

care and prison conditions in general.

Numerous cases brought to the courts

by inmates resulted in a series of rul-

ings across the country in which the

courts ordered judicial control of

prison conditions by consent decree.

Jails in New York City have been un-

der court supervision since 1978 when

the Benjamin v. Jacobson case exposed

the typically atrocious conditions. 9

When prisoners sued over conditions

at the Oklahoma State Penitentiary in

the late 1970s, a judge ordered closure

of a section of the prison where condi-

tions were particularly poor. 10 These are

just two examples of many cases in

which city and state correctional sys-

tems have been forced to comply with

court intervention.

Despite the inadequate conditions

in prisons and jails throughout the

country, recent court cases and new

legislation seriously threaten advocates’

and prisoners’ ability to improve those

conditions through litigation. In a re-

cent Tenth Circuit Court opinion ad-

dressing the issue of prisoners' access

to HIV care, one court demonstrated

the standards to which prison authori-

ties will be held in decisions regarding

inmate health care.
1

1

In Perkins v. Kan-

sas an inmate sued the Department

of Corrections and the health profes-

sionals, claiming that their failure to

provide him with combination pro-

tease inhibitor therapy for his HIV
condition was a violation of his fed-

eral constitutional rights under the

Eighth Amendment s prohibition of

cruel and unusual punishment. The

court concluded that the inmate was

not entitled to combination therapy

under the Eighth Amendment. The

court determined that the prison sys-

tem acknowledged Perkins’ HIV dis-

ease and had provided him with some

care. The court characterized Perkins’

demand for protease inhibitor therapy

in addition to what he was already re-

ceiving as a disagreement over the

choice of therapy. After review of this

evidence, the court concluded that the

prison’s actions did not constitute “de-

liberate indifference” as required for an

Eighth Amendment claim. This case

suggests that constitutional claims may

not necessarily ensure access to HIV/

AIDS care. While the decision in

Perkins v. Kansas is limited to the Tenth

Circuit, the legal precedent is likely to

influence other Circuit Courts as well.

Perkins v. Kansas is not the only

threat to the legal control of prison

conditions. Even more serious is the

Prison Litigation Reform Act (PLRA),

a new federal law that sets an absolute

time limit on how long court action

can be effective in controlling prison

conditions through consent decrees.
12

Since 1996 when President Clinton

signed the act into law, at least twenty

jurisdictions have initiated legal battles

for control over their prisons; ten have

been successful. 13 The law encourages

local officials to bring suits to end court

orders. Unless inmates can prove that

the current conditions violate consti-

tutional protections against cruel and

unusual punishment, judges must sus-

pend court supervision within 90

days.
14

If inmates convince the courts

that conditions violate the Eighth

Amendment, court supervision contin-

ues but correction officials may bring

suit again after two years. In addition,

the law makes it significantly harder for

inmates to file claims against correc-

tional institutions.
13

The PLRA limits the power of

federal courts to remedy constitu-

tional and statutory violations in pris-

ons. In a congressional Judiciary

Committee meeting, Associate U.S.

Attorney General John Schmidt ob-

served that the bill would make it “vir-

tually impossible for states to enter

into consent decrees even when the

consent decree may well be in the

state’s best interest for both fiscal and

policy reasons.” 8 The PLRA strips

courts of mechanisms such as popu-

lation caps, which have traditionally

been used to control prison condi-

tions. Meanwhile, states and cities that

are regaining control over correctional

systems have not adequately improved

conditions. In New York, Michigan,

Oklahoma, and Tennessee, correc-

tional institutions have successfully

ended court supervision despite claims

from lawyers and inmate advocates

that conditions are still unconstitu-

tionally poor. 16
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As a result of the Prison Litigation

Reform Act, previous mechanisms used

to improve or enforce prison conditions

are now unavailable, and thus the im-

provements made are no longer durable.

These setbacks give rise to an urgent need

to create additional ways for the law to

ensure standards of prison conditions.

Despite new restrictions on the ability

of federal courts to supervise prison sys-

tems, there are several other ways in

which the law can, and must act. The

law can look outside the courtroom to

develop an effective system that can man-

date and monitor changes. State legisla-

tures can improve conditions through

funding and regulation of prisons and

adoption ofminimum standards for ethi-

cal research in prisons that include ad-

equate prison conditions, monitored by

independent authorities. (See below, In-

dependent Oversight of Research)

Establishing a “Community Standard

of Care”

The primary area in which the law

could be useful is establishment ofa com-

munity standard of medical care in pris-

ons, particularly HIV care. A community

standard ofcare is important for two rea-

sons. First, prisoners should not experi-

ence medical neglect merely because they

are incarcerated. Regardless of the hold-

ing in Perkins v. Kansas, medical care that

leads inevitably to treatment failure and

death (where an effective means of treat-

ment is available) should not be an ac-

ceptable minimum standard of care.

Second, establishing and maintain-

ing a community standard ofcare would

mitigate one source of potential undue

inducement for prisoners to participate

in clinical trials.

Where prisoner litigants have been

denied access to the courts to establish

and enforce standards of general and

HIV-specific medical care, legal avenues

remain. Legislators and regulators could

establish the basic requirements for a

community standard of care. At the very

least, this standard would include:

• Basic medical care and screening on

entry;

• Prevention programs for other com-

municable diseases (TB, STDs);

• Education, counseling and testing for

HIV available to all inmates, and

encouraged for inmates with certain

risk profiles;

• Systems to identify and continue in-

mates’ pre-incarceration treatment

regimens;

• Case management to reduce barriers

to adherence;

• Requirements and resources for cli-

nicians to evaluate and change failed

regimens (HIV genotyping, resis-

tance testing, and availability of al-

ternative anti-retroviral therapies);

• Programs to plan for continuity of

care around prisoner transfer or re-

lease from the prison system and to

provide bridges to community care.

Considering that clinical

trials mayprovide

prisoners with access to

the therapeutic benefits of

innovative treatmentsy

what are the necessary

minimal conditions to

permit those trials

?

Independent Oversight of

Prison Research
Another area in which the law can

ensure the legal conditions for the ethi-

cal promotion of research is improved

oversight of prison conditions and pro-

posed research in prisons. Neither

OHRP nor institutional review boards,

the two bodies invested with responsi-

bility for protecting subjects, are well-

situated to undertake this review. For

example, ensuring that the standard of

care inside prisons is high enough to

avoid improper incentives for prisoners

to participate in clinical trials will require

intensive and rigorous monitoring. An

oversight body must supervise not only

prison conditions, but also changing sci-

entific standards, and the integration of

those evolving standards into the proce-

dural norms ofprisons. The existing over-

sight in many institutions would be

inadequate to do this. If the current sys-

tem, which has been largely dependent

on consent decree-authorized monitor-

ing, disappears, independent oversight

will be even more essential.

As specified by OHRP and FDA
regulations, institutional review boards

approving research that involves prison-

ers must include a prisoner representa-

tive, and must certify to the OHRP that

all of the required conditions for using

prisoners as research subjects have been

met .

17 However, IRBs cannot easily as-

sess many ofthe conditions necessary for

ethical research in prisons. IRBs are over-

loaded and facing tremendous pressure

to review studies that are done outside

of prisons. The level of scrutiny that is

needed to review the special conditions

related to using prisoners may be beyond

the capacity ofIRBs as they are currently

structured. For example, in order for an

IRB to carefully review the possibility of

undue influence and other issues that

may hinder the informed consent pro-

cess, someone must carefully evaluate a

wide range of prison conditions, as well

as the special deficits particular to the

prison population. Other constraints

may limit the ability of IRBs to provide

the necessary supervision.

A recent study by the Office of the

Inspector General of the U.S. Depart-

ment of Health and Human Services

provides additional cause for concern. A
series of four reports focused on review

mechanisms, review oversight, and moni-

toring ofhuman subjects .

18 The findings

suggest that current research review

mechanisms, mandated by federal regu-

lation, are inadequate. The study also

suggests researchers themselves are often

unaware of the ethical principles and

regulations that apply to their research .

18

Conclusion
Although law certainly has a vi-

brant role to play in establishing and

monitoring conditions necessary for the

ethical conduct of research in prisons,

essential questions remain. If there is a

consensus that clinical trials can benefit

prisoners, how can the necessary and

feasible conditions to permit research be

established? Is this best accomplished by

convening panels of experts, through

federal guidance, state law or policy-

making, or through independent boards
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outside of the IRB process? How will compliance with these

standards be monitored- through IRBs, independent moni-

toring boards, or through the use of the court system and

consent decrees? In order to create the legal conditions and

a correctional atmosphere that is truly conducive to clinical

trials in prisons, we must resolve these questions.
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An Ethical Analysis of Clinical Trials for AIDS
Drugs in Correctional Settings

Research with human subjects is al-

ways ethically problematic. It

subordinates the interests of the patient

to the need for knowledge. It places a

barrier between the doctor and the

patient; rather than do what the phy-

sician thinks is best for the patient, the

physician must proceed as the proto-

col commands and administer the

treatment that the randomization dic-

tates. Yet our society, like other mod-

ern legal and ethical systems, has

decided that the benefits of research -

enhanced knowledge and greater abil-

ity to combat disease - justify maneu-

vering on the edges of morally

acceptable behavior.

Within medical research the ran-

domized, double blinded clinical trial

is the gold standard for determining

the safety and efficacy of treatment

regimens. Because of the moral diffi-

culties with any research enterprise,

there is shared agreement that this

methodology is only permissible when

there is a genuine question to be an-

swered. Benjamin Freedman notes

that by requiring an investigator to

have “no treatment preference”

throughout the course of the trial, the

ethical condition ofequipoise presents

insuperable obstacles to the ethical

conduct of controlled trials. He re-

solves this conflict by suggesting an al-

ternative definition of “clinical

equipoise,” in which the requirement

is satisfied if there is genuine uncer-

tainty within the expert medical com-

munity - not necessarily in the mind

of the investigator - about the pre-

ferred treatment. 1 While this under-

standing ofequipoise does allow for the

ethical conduct of clinical trials, it does

not change the inherently problematic

nature of research on human subjects.

The potential for ethical compromise

remains critical.

If all research raises ethical issues,

research in correctional settings com-

Nancy NeveloffDubler, LLB

Abbreviations Used:

DSHEA Dietary Supplement and Health

Education Act

FDA Food and Drug Administration

pounds the dilemmas. Pris-

ons and jails are places of

systematic deprivation.

Privacy is unknown; power

may be, and often is, exer-

cised by correction officers

and administrators in arbitrary and

abusive ways; the justice system, hav-

ing executed its sentence, rarely inter-

feres in the daily dramatic and brutal

encounters among persons on both

sides of the bars.

Medical care in correctional set-

tings, the framework for clinical re-

search, raises a different and equally

important set of issues. In 1976, the

United States Supreme Court held that

“deliberate indifference to the serious

medical needs of inmates constitutes

the willful and wanton infliction of

pain which the Eighth Amendment is

designed to prohibit” ( Estelle v.

Gamble, 1976).
2 This judicial hold-

ing that the constitutional barrier to

“cruel and unusual punishment” man-

dates the provision of medical care,

provided the foundation for the estab-

lishment and improvement of health

services in the nation’s jails and pris-

ons. Yet the constitutional adequacy

of these services is regularly contested

in federal courts as inmates strive for

decent care and institutions struggle to

provide efficient and cost-containing

services. Many prison and jail health

services are inadequate or just barely

able to fend off constitutional attack.

If our post-Nuremberg3 society

agrees on any ethical norm, it is the

idea that only the uncoerced, informed

and voluntary consent of a decisionally

capable potential subject permits the

inclusion of that person in research.

That subject should then have the right

to refuse participation at the outset and

at any time during the trial. Finally,

the participation of the subject, and the

specific data about care, should be con-

fidential. But all of these elements are

goals and not givens in a prison set-

ting.

Prison is the ultimate “total insti-

tution.” 4 Inmates are not free to make

decisions that would structure their

lives and change the character of time,

space and vocation. Exercises of free

will and discretion to edit and amend

one’s lifestyle are largely precluded in a

prison setting. Consequently, it was

assumed that research in prisons was

generally unacceptable because of the

conditions themselves and because

these conditions made it impossible for

inmates to provide legally and ethically

adequate informed consent.

When the National Commission

for the Protection of Human Subjects

of Biomedical and Behavioral Research

was engaged in the enterprise of draft-

ing federal regulations governing re-

search on human subjects, it assumed

that correctional settings were, by and

large, inimical to research ethics. For

this reason the federal regulations are

drafted to preclude research unless it

is “a study of the possible causes, ef-

fects, and processes of incarceration

and ofcriminal behavior, provided that

the study presents no more than mini-

mal risk and no more than inconve-

nience to the subjects; [or a] study of

prisons as institutional structures or of

prisoners as incarcerated persons. . .

[or] research on conditions particularly

affecting prisoners as a class. . . [or]

research on practices, both innovative

and accepted, which have the intent

and reasonable probability of improv-

ing health or well-being of the sub-

ject.
3

These conclusions were not only

based on the analysis of limitations of
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individual freedoms; they grew out of

the history of abuses that medical re-

search had wrought in prisons settings.

The most dramatic were those so-called

‘experiments” in the concentration

camps of Nazi Germany. In fact, these

procedures were merely systems for

administering pain, suffering and tor-

ture. But there was also a history of

research in United States’ prisons that

left scholars, regulators and medical

experts uneasy about and wary of con-

tinued research in coercive settings.
6

There was, at the time of the draft-

ing of the Federal regulations, one set

of voices that questioned the wisdom

of precluding research in prison set-

tings. When members of the National

Commission held hearings at Jackson

State Prison in Michigan in Novem-

ber of 1975, a leader of the inmates

stated at the hearing: “Ladies and

gentlemen: You are in a place where

death at random is a way of life. We
have noticed that the only place in this

prison that people don’t die is the re-

PHYSICIAN RESIDENTS:

IF YOU COULD USE OVER $30,000 A YEAR-
ANSWER THIS AD

The U.S. Army’s Financial Assistance Program
(FAP) offers over $30,000 a year for residency

training in certain medical specialties.

Here’s how it breaks down - an annual grant

of over $20,500, plus a monthly stipend ofmore
than $970.

You will be part of a unique health care team
where you will have many opportunities to continue

your medical education, work in state-of-the-art

facilities and receive outstanding benefits.

So, ifyou are a physician resident who could

use over $30,000 a year, contact your localArmy
Health Care Recruiter to see ifyou qualify.

1-800-USA-ARMY

ARMY MEDICAL CORPS. BE ALL YOU CAN BE.
www.goarmy.com

59

617-753-4837

search unit. Just what is it that you

think you are protecting us from?’’

But the moral consensus held, and

from the enactment of the Federal

Regulations until the early 1980s there

was little or no research in the nation’s

prisons and jails. In the mid- 1 980s the

explosion of the AIDS epidemic

changed the dynamic of the discussion

and escalated the demands of prison-

ers for access to research rather than

protection from research.

An inmate: “We have

noticed that the only

place in this prison that

people dont die is the

research unit. ”

At the start ofAIDS treatment and

certainly at the beginning of effective

treatment so little was known about the

disease, its mechanisms of replication and

effective means of treatment, that virtu-

ally ail treatment was delivered under the

design of research protocols. Given that

one of the most efficient means of trans-

mission was the sharing of needles used

by IV drug users and given the state and

federal wars on drugs many drug users

were also prison inmates. To exclude

inmates was to exclude the single great-

est class of HIV-infected persons.

In response to this situation and

with the cooperation of the New York

City Department of Health and the

Prisoners’ Rights Project of the New
York City Legal Aid Society, Dr. Vic-

tor W. Sidel and I convened a working

group to consider the ethical and prac-

tical issues that might alter the previ-

ous analysis and supply the foundation

for a revised understanding of the ethi-

cal and regulatory permissibility of

some research in prisons.

The working group considered

whether prisons, as inherently coercive

settings, could ever foster the quality
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of independent individual consider-

ation that is the prerequisite for ethi-

cally justified research. It

deconstructed the notion of informed

consent to see whether and under what

conditions prisoners might be able to

provide ethically justified choice. Fi-

nally it examined the language of the

federal regulations to see whether,

drafted as they currently are, they

might support research on AIDS in a

locked setting. The working group

concluded that prisoners can in fact be

as fully capable of making the decision

ofwhether or not to enroll in an AIDS
treatment trial as non-prisoners. 8 Given

the high mortality of the disease and

the fact that experimental drugs have

proved to be efficacious, if prisoners are

denied the right to participate in drug

trials for AIDS, they are being denied

opportunities for benefit that are avail-

able to those outside of correctional

settings. Here, considerations ofjustice

and respect for persons (as per the Na-

tional Commission’s recommenda-

tions) might demand opportunities for

inmate participation rather than their

exclusion. Because these trials are po-

tentially beneficial as well as potentially

harmful, denying prisoners the oppor-

tunity to participate would be to pun-

ish them beyond the declared sentence

and may be challenged as a new sort of

cruel and unusual punishment. There-

fore, Sidel and I conclude that inmates

“need to be protected from research

designs that can acquire data through

other routes and may present risks to

inmates as a class. [However] , inmates

need to be provided with access to clini-

cal trials of new and innovative thera-

pies that present the possibility of direct

benefit to the subjects.

”

s The result-

ing publication of the working group’s

conclusions and reasoning was crucial

to changing state and federal systems’

responses to the challenges of AIDS.

But the times are now different.

We have not won the war against HIV,

but we have breached the fortress and

bested the enemy in a few skirmishes.

The ethical analysis must be updated

to meet the present conditions. In the

mid 1980s the only treatment available

was within research protocols. Since

that is not the case today, our analysis

ofwhat is ethically acceptable must be

re-examined to meet the present state

of diagnosis and treatment.

There are now standard protocols

for multiple drug therapies that, while

perhaps not eradicating the virus, do

keep it at bay for many infected per-

sons. These must be made available to

inmates as the standard of care. And,

even more daunting for correctional

systems, they must be able to provide

the nutritional support and the sched-

ule of meals and medications that per-

mit the inmate maximal benefit from

the regimen; this may require modify-

ing some of the basic institutional rules

and regulations. To do anything less

would be, in my judgment, a violation

of the constitutional standard and the

ethical norm. Since treatment exists

for a life-threatening disease it must be

available to inmates - not to do so

would surely indicate “deliberate indif-

ference.’’ Once it is available, so that

an inmate has the choice between treat-

ment in the clinic and treatment within

a protocol, then the option to join a

research program can be ethically jus-

tified.

The question, of course, is how

one judges the adequacy of the services

provided and who should be charged

with the responsibility for making this

finding. I would argue that this is a

matter left to the research team. They

are the experts and we should expect

them to review the care provided, en-

gage in a randomized review of case

records, examine the treatment plans

and reach a conclusion as to whether

the care is acceptable according to com-

monly understood standards of care.

If they can certify that the protocols

and procedures for administering HIV
care are acceptable then they should be

permitted to present their protocols to

inmates as one more choice.

This is a high hurdle to vault.

Many prison and jail health services

will not pass this test. In these facili-

ties research would not be ethically

permissible. The fact that this places a

new burden on researchers should not

deter us from insisting on the process

described. Treatment is ethically and

392

legally mandated; research is always

optional. The opportunity to enroll

inmates in research depends upon the

availability of a real choice that makes

informed consent possible in these dark

and deprived settings.
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Clinical Trials Within the Florida

Department of Corrections

Abbreviations Used:

AIDS acquired immunodeficiency

syndrome

OHRP Office of Human Research

Protections

DOC Department of Corrections

IRB institutional review board

T his overview presents the issues and

mechanics involved in implement-

ing clinical trials within the Florida De-

partment of Corrections.

The relationship between the Uni-

versity ofMiami and the Florida Depart-

ment of Corrections (DOC) first began

in 1996 when the prohibition ol clinical

trials in prisons was lifted. The two insti-

tutions joined forces to formulate a pro-

gram that would provide inmates with

access to anti-retroviral research studies.

The program was designed so that all as-

pects of the treatment would provide

clinical benefits to the participants. To

ensure that quality research would be

conducted, we used an integrated ap-

proach within the DOC that would al-

low for proper screening, enrollment, and

follow-up care for the participating in-

mates. We also guaranteed the safety of

these inmates at all times. The

University’s close interactions with the

DOC allowed them to provide consul-

tation and supplemental educational ser-

vices on F1IV therapies and interventions.

Administrative Structure

With Dr. Fischl as the principal in-

vestigator, the clinical trials are both

funded and administered by the auspices

of the University of Miami. The DOC
facilities are regarded as an off-campus, or

ancillary, site within the primary site at

the University. All clinical trials research

taking place in prison is subject to the full

regulatory requirements of the University

of Miami and its IRB. To provide addi-

tional protections, there is a cooperative

agreement with the Central Florida Re-

ception Center to work towards meeting

federal regulations from OHRP, as well

as compliance with the FDA.

Patients are followed and managed

by the University of Miami’s staff, but

remain within the DOC. University re-

search staffare charged with keeping the

DOC medical records, as well as writing

orders and consultations. University staff

also work with the medical staff at vari-

Margaret Fischl, MD

ous DOC institutions to facilitate the

research process.

Inmate Participation

Inmates gain access to the trials

through self-referral or through re-

ferrals from the DOC staff. At first

contact, research staff will discuss

HIV status and clinical details (such

as CD4 count and viral load) with the

participants. The researchers will then ex-

plain to each individual all the treatment

options that are within the current treat-

ment guidelines. If the inmate wishes to

be treated for HIV infection at this point,

the staff will present treatment options

within the DOC, including the option

to participate in a clinical trial. The in-

mate is given the choice of whether or

not to be treated within a research study,

and if so, which study.

. . . the clinical trials are

bothfundedand

administered by the

auspices ofthe University

ofMiami.

Consent is constantly reviewed as

participants and researchers go through

the various steps of the research process.

Researchers ask questions to ensure that

participants fully understand what is ex-

pected, what is required, and what rights

they have. Like any other subjects, in-

mates are active participants in the trials.

They become familiar with the drug(s),

and receive dispensing instructions and

a dosing schedule. Inmates are also ac-

tive participants in the management of

their own side effects. All inmates par-

ticipating in the study are asked to make

a commitment to long-term follow-up,

regardless of their period of incarceration.

To facilitate follow-up once the inmate

has left the correctional system, the re-

search team sets up a plan with inmates

for the time after their sentence is over.

Collaboration between the Florida

Department of Corrections and the Uni-

versity of Miami is ongoing and evolv-

ing. Inmates have shown increasing

interest in the clinical trials that are cur-

rently approved. They have also expressed

interest in other trials, which they con-

sider critically important, but which are

not yet available to them because of Fed-

eral Regulations. The experience of clini-

cal trials in the Florida Department of

Corrections suggests that expanding pris-

oners’ access to trials would help guaran-

tee the provision of a high standard of

medical care as well as keep pace with the

changing treatment opportunities in HIV.

Margaret Fischl, MD, Director ofthe

AIDS Clinical Research Unit HIV/AIDS

Program at the University ofMiami, and

chair ofthepivotal trial that approved the

use ofZidovudine, has been involved in

HP/research sinceMay of1982. Her rela-

tively recent involvement in clinical research

within theprison system was spurred by que-

riesfrom prisoners and theirfamilies, and

by a desire to improve the health care for

inmates with HIV infection.
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OS' Gangrenous Cholecystitis fro

Ulises Torres, MD, and Peter Baute, MD, FACS

A 71-year-old hypertensive diabetic male presented in

the emergency department with severe epigastric pain

of rapid onset, accompanied by nausea and emesis. Physi-

cal examination showed marked epigastric and right upper

quadrant tenderness, guarding, and rebound. Computer-

ized Axial Tomography demonstrated pericholecystic fluid,

high attenuation bile (figure A), gas in the lumen of the

gallbladder and in the gallbladder wall, and distension of

the gallbladder (Figure B). At open cholecystectomy, a

tensely distended blackish, green gangrenous gallbladder

was removed. Cultures of the gallbladder bile showed C.

perfringens, Gamma streptococcus , Lactobacillus sp, and co-

agulase negative Staphylococcus. Patient was treated with

ciprofloxacin, ampicilin/sulbactam, metronidazole. Six days

after the operation the patient was discharged in stable con-

dition.

Ulises Torres, MD, is a generalpractitioner completing an

externship in surgery at Kent County Memorial Hospital.

Peter Baute, MD, FACS, is an attendingphysician in the

Department ofSurgery at Kent County Hospital.
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Medical Myths
Ignorance is preferable to error; and he is less removedfrom the truth who believes nothing, than he

who believes what is wrong - Thomas Jefferson, Notes on the State of Virginia

Patching the Eye Improves Comfort

G0" and Healing in Patients with Sd
Corneal Abrasions

Elliot M. Perlman, MD

The traditional management for corneal abrasions is to patch

the eye firmly for at least 24 hours. Several recent studies,

however, have shown that patching provides no benefit in terms of

healing time or comfort.
1 '3 One of these reports

2 was a large ran-

domized controlled prospective study (201 patients) that compared

24-hour patching to non-patching for simple traumatic abrasions

and abrasions due to small foreign bodies. The study design as-

sured that the patches were placed properly. The size ofthe healing

abrasions was measured and the patients were asked to grade their

symptoms on a numerical scale. Although the nature of the study

did not allow it to be a masked study, it did conform well to a good

evidence-based medicine evaluation. The patients who had no eye

patch had less pain, less “blurry” vision and had faster healing than

the patched group. (It should be noted that—for large abrasions

—

over 1 0mm2—the patched eye had a tendency to heal more quickly.)

In addition to its lack of efficacy, patching itselfmay not be a

benign intervention for several reasons:

1)

Patching eliminates binocular vision.

2)

Patching might be more uncomfortable for the patient, espe-

cially in hot humid weather.

3)

If a potential pathogenic bacterial inoculum is present from

the injury, patching might create a warm, moist environment

to enhance bacterial growth.

4)

Patching precludes the use ofsimultaneous ocular medications,

such as topical antibiotics.

5)

Patching may decrease the oxygen supply to the comeal epi-

thelium, forcing it to utilize anaerobic metabolism.

Despite evidence to the contrary, patching is still often rec-

ommended4,5
as the standard of care. Why is this so?

Medical myths persist for many reasons. In the case of abra-

sions, the physician sees a patient in obvious pain. Rather than say

“there’s nothing I can do,” the physician would prefer to “do some-

thing.”

More importantly, most myths make some pathophysiologic

sense. Corneal abrasions are so painful because there is a very high

density of sensory nerve endings in the corneal epithelium (only

rivaled by the number of nerve endings in the anal mucosa). We
presume that, when the patient blinks, the eyelid impinges on these

exposed nerve endings and the patient experiences pain. Moreover,

this frequent eyelid motion could mechanically wipe off the epi-

thelial cells sliding in to fill the defect. It seems logical, then, that

firm patching would stop this eyelid movement. As I’ve noted above,

these factors that seem to favor patching are not supported by cur-

rent studies.

The second pathophysiologic rationale for patching is that some

form of eyelid closure is often required to heal pathological epithe-

lial defects. The corneal epithelium is unusual in that it requires

good sensory innervation to maintain itself. For example, if the first

division of the trigeminal nerve is severed, corneal sensation is lost.

In this situation, spontaneous epithelial defects (identical in appear-

ance to traumatic corneal abrasions) can occur. The resulting condi-

tion—termed neurotrophic keratitis—is very difficult to manage.

It often responds only to tarsarraphy, a minor surgical procedure in

which the eyelids are sutured together. In effect, tarsorraphy is equiva-

lent to “very long term” patching. Presumably the treatment ofpatho-

logical epithelial defects may have become extrapolated to the

management of abrasions in normal corneas.

Summary:

In managing small simple corneal abrasions, patching is not

necessary and is not really indicated. Antibiotic drops and systemic

analgesics are appropriate for these abrasions.

For very large abrasions, patching may speed healing.
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Community Acquired Pneumonia and Treatment Priorities

Liudvikas Jagminas, MD, FACEP

I
n 1999, the Health Care Financing Administration

(HCFA) asked each Peer Review Organization (PRO)

in the country to focus quality improvement initiatives on

eight specific areas, pneumonia being one of them. HCFA
developed a national set of quality indicators based on pub-

lished guidelines. These indicators principally focus on treat-

ments and interventions that can decrease patient morbidity

and mortality. The major

focus in the pneumonia

quality improvement initia-

tive was antibiotic adminis-

tration within 8 hours of

hospital arrival, appropriate

antibiotic selection, and

blood cultures prior to an-

tibiotic administration.

Pneumonia, histori-

cally known as the “old

man’s friend,” is estimated

to afflict approximately 4

million people annually in

the United States, resulting

in approximately 600,000

hospitalizations, 78,000

deaths, and 64 million days

of restricted activity.
1 '2 The

economic impact of the dis-

ease is enormous, with an

estimated annual expendi-

ture of$4 billion for the care

of community acquired

pneumonia (CAP) pa-

tients.
3 From a health eco-

nomics perspective it is

important to be aware of the

costs associated with inpa-

tient therapy which are ap-

proximately 20-fold higher

than those associated with

outpatient care.
2 Of the

patients with CAP, approxi-

mately 80% may be treated

as outpatients, whereas the

remaining 20% require ad-
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Figure 1

Evaluation for community-acquired pneumonia
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mission to hospital for initial therapy. The mortality rates

in these two groups of patients differ significantly, with

figures of less than 1% and 20% respectively
4 and as high

as 50% for patients requiring admission to an intensive

care unit. 5,6

With respect to etiology, the single most important

pathogen, particularly in patients who are seriously ill, is

Streptococcus pneumoniae

.

A meta-analysis of studies span-

ning 30 years showed that of 7,000 patients in whom a

causative agent was found, S. pneumoniae was identified in

66%. It was also responsible for two thirds of the deaths

from pneumonia. 4

For outpatients, causative agents include the atypical

organisms such as Mycoplasma pneumoniae and Chlamydia

pneumoniae
,
plus S. pneumoniae and H. influenzae. Of

these, Mycoplasma is the most common agent. 7,8,9 As one

progresses from outpatients to those ill enough to require

hospital admission and those who acquired their infection

in nursing homes, one sees that the pneumococci are im-

portant throughout but that gram-negative rods become

important as well.
10,11,12 Although these pathogens certainly

do not occur with the same frequency as S. pneumoniae or

M. pneumoniae, the overall mortality associated with gram-

negative rods is substantial and is of the order of 33%. 13

Despite the desire to tailor treatment to the specific

pathogen in each case, timely, definitive determination of

the etiologic agents is seldom achieved. Clinical criteria do

not provide definitive etiologies
14 and chest radiographs,

although useful to diagnose pneumonia, rarely provide a

specific etiology.
15 Even when extensive diagnostic testing

is employed, an unambiguous etiologic diagnosis is obtained

in only about 50% of cases,
16 and a diagnosis is often not

available for hours or days. Given the evidence of improved

outcome with the ear-

liest possible interven-

tion 5 1 and the

likelihood of inconclu-

sive diagnoses even

with extensive (and

costly) testing, guide-

lines are needed to sug-

gest appropriate initial

empiric treatment of

CAP in the absence of

a clinically confirmed

etiology.

The following is

AN EMPIRICAL

SELECTION OF

ANTIMICROBIAL

AGENTS FOR

TREATING PATIENTS

WITH CAP :

18

* Outpatients:

Generally pre-

ferred (not in any par-

ticular order): doxycycline, a macrolide, or a

fluoroquinolone. Selection should be influenced by regional

antibiotic susceptibility patterns for S. pneumoniae and the

presence of other risk factors for drug-resistant S.

pneumoniae. Penicillin-resistant pneumococci may be re-

sistant to macrolides and/or doxycycline. For older patients

or those with underlying disease, a fluoroquinolone may be

a preferred choice; some authorities prefer to reserve

fluoroquinolones for such patients.

* Hospitalized patients:

General medical ward

Generally preferred: an extended spectrum cepha-

losporin combined with a macrolide or a beta-lactam / beta-

lactamase inhibitor combined with a macrolide or a

fluoroquinolone (alone).

Intensive care unit

Generally preferred: an extended-spectrum cepha-

losporin or beta-lactam / beta-lactamase inhibitor plus ei-

ther fluoroquinolone or macrolide.

Alternatives or modifying factors:

Structural lung disease: antipseudomonal agents

(piperacillin, piperacillin-tazobactam, carbapenem, or

cefepime) plus a fluoroquinolone (including high-dose

ciprofloxacin).

Beta-lactam allergy: fluoroquin-oloneiclindamycin.

Suspected aspiration: fluoroquin-olone with or with-

out clindamycin, metronidazole, or a beta-lactam/beta-

lactamase inhibitor.

The IDSA support the clinical prediction rule devel-
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oped by the Pneumonia Patient Out-

comes Research Team (PORT) for mak-

ing decisions regarding hospitalization.
19

This rule stratifies patients into five risk

categories based on their medical his-

tory and presenting signs and symp-

toms. Those in the lowest risk categories,

generally younger patients without co-

morbid conditions and no or minor de-

rangements in their vital signs, can be

safely treated as outpatients.

Prompt antimicrobial treatment

should be initiated expeditiously once

the diagnosis of pneumonia is estab-

lished with chest radiography. If the

patient is able to produce sputum, a

sample should be sent for Gram stain

in order to facilitate antimicrobial se-

lection. For patients requiring hospi-

talization for acute pneumonia, it is

important to initiate therapy in a

timely fashion. In an analysis by

Meehan et al. of 14,000 patients they

showed that administration of antibi-

otics within 8 hours of hospital admis-

sion was associated with a decrease in

30 day mortality.
20 (odds ratio [OR],

0.85; 95% Cl, 0.75-0.96) This is one

of the few studies to look at a large

group of patients and outcomes related

to the timing of antibiotic administra-

tion. Therefore, antibiotic treatment

should not be withheld from acutely

ill patients because of delays in obtain-

ing appropriate specimens or the re-

sults of Gram stains and cultures,

especially in light of the fact that an

etiologic agent can only be identified

in up to 50% of CAP cases. In addi-

tion, time to antibiotic administration

is an established (recognized) quality

indicator and will be reported and

remeasured (refer to Rhode Island data

in Figure 2 showing the ranking of RI

nationally and within New England on

time to antibiotics. This will be part

of public reporting in the state.
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Employee Participation in Employer-Sponsored Health

Coverage, Rhode Island, 1999
Jay S. Buechner, PhD

E mployer-sponsored group health insurance is the means

by which most working-age Americans and their de-

pendents obtain health care coverage. In Rhode Island, a

recent survey of employers with three or more employees

showed that 79% of these employers offered group health

coverage to some or all of their employees. 1 Because larger

firms were more likely to offer coverage, 94% of all

employees worked in firms where coverage was of-

fered.
2

However, even where employers offer coverage,

there are many reasons why employees and their de-

pendents may not be enrolled in their employers’

health plans. The most common ones are:

• Some employees are not eligible to participate in

their employers’ plans, usually because they work

less than full-time or were hired recently.

• Some employees who are eligible choose not to

enroll in their employers’ plans, usually because

they have coverage through an alternate source

or do not want to pay the employee share of the

premium.

• Some employees with families are enrolled in in-

dividual (employee-only) plans, either because

their employers do not offer family

coverage, their dependents have cov-

erage through an alternate source, or

they do not want to pay the additional

employee premium share for family

coverage.

This analysis presents data on em-

ployee participation in employers’ health

benefit offerings from a recent survey of

Rhode Island employers.

Methods
Between September 1999 and Janu-

ary 2000, 1,486 Rhode Island employers

provided information regarding the health

benefits they offer their employees and

their employees’ participation in these of-

ferings. The survey was a self-administered mail-out/mail-

back questionnaire and requested information on benefits as

of June 30, 1999. The sample included firms with three or

more employees at Rhode Island locations and was structured

to allow comparisons between public-sector and private-sec-

tor employers and among employers grouped by number of

Enrolled in

Individual Coverage^

25.1 %

Employer Does Not Offer

Health Coverage

6.1%

Employer Offers,

But Not Eligible

21 . 5%
'

v

Enrolled in

Family Coverage

29 . 5%

Eligible, But

Not Enrolled

17 . 9%

[Number of Employees = 402,686]

Figure 1. Health Insurance Status of Employees, Rhode Island, 1999.

Table 1.

Health Insurance Status of Employees,

by Full-Time / Part-Time Employment, Rhode Island, 1999

Health Insurance Status of Full-Time Part-Time All

Employees Employees Employees Employees

Employer does not offer

coverage 3.6% 12.9% 6.1%

Employer offers coverage, but

employee is not eligible 8.1% 58.8% 21.5%

Employee is eligible but not

enrolled 17.8% 18.2% 17.9%

Employee is enrolled in

individual coverage 32.3% 5.1% 25.1%

Employee is enrolled in

family coverage 38.3% 5.0% 29.5%

Number of employees 296,042 106,644 402,686

Vol. 83 No. 12 December 2000
399



400

Employer Offers Employer Offers
Individual Coverage Individual and

Only Family Coverage
* Both individual and family premiums, where both offered

Figure 2. Enrollment in Employer-Sponsored Health Coverage, by Employer’s

Contribution to Premium, Rhode Island, 1999.

employees (3-9, 10-24, 25-49, 50-99, and 100 or more, with

between 272 and 302 respondents per group). Firms re-

ceived up to three mailings to solicit their participation in

the survey; the final mailing was accompanied by a telephone

contact attempt. 51% of sampled firms responded.

Results

In all firms responding to the survey, including both

those who offered coverage and those who did not, only 55%
of employees were enrolled in employer-sponsored health

plans. (Figure 1) The largest group of unenrolled workers

was the group of employees who worked in firms that of-

fered coverage but who were not eligible to enroll (22%).

Nearly as large was the group of workers who were eligible

but chose not to enroll ( 1 8%). Only 6% ofemployees worked

in firms where coverage was not offered to any workers.

The situation among part-time workers was substan-

tially different from that among other workers. Only 10%
of all part-time workers were enrolled in employer-sponsored

health plans, and nearly three in five (59%) were not eligible

for the benefits their employers provided to other workers.

(Table 1) More part-time workers (13%, vs. 4% of full-

time) were employed in firms that did not offer coverage,

and even among the minority of part-time workers who were

eligible to participate, nearly two-thirds (64%) chose not to

enroll.

Employees in firms that pay most or all of the premium

for coverage were more likely to enroll in employer-spon-

sored health plans. Among Rhode Island employers in 1999,

the large majority (79%) ofemployers offering coverage paid

at least three-quarters of the cost of individual (employee-

only) coverage, and 61% paid at least three-quarters of the

cost of family coverage. Among employees

in firms where the employer share of both

the individual and family premium is three-

quarters or more, 84% enroll in their em-

ployers’ plans, compared to 67% in firms

where the employer share is lower. (Figure 2)

Among employees whose employers offer

only individual coverage, 64% were enrolled

when their employers paid at least three-quar-

ters of the premium, compared to only 40%
where the employer share was less.

Discussion

Rhode Island workers are very likely to

be employed in firms where employers offer

health benefits to their employees. However,

a substantial number ofemployees do not par-

ticipate in the offered health plans because

the circumstances of their employment ren-

der them ineligible or because they choose

not to enroll. Lack of eligibility is the largest

barrier to enrollment, especially for part-time workers. Only

slightly less numerous is the proportion of workers who elect

not to enroll. The enrollment decision is often tied to the

share of the premium the employee must pay.

Thus, employers make several decisions that affect their

employees’ likelihood of participating in their health plans.

The decision not to offer group health coverage has received

most attention from policy-makers to date, but it appears to

affect far fewer employees statewide than decisions on eligi-

bility requirements and on the employer’s share of the health

premium. Policy makers will need to address all of these bar-

riers in attempting to decrease the number ofuninsured work-

ing-age Rhode Islanders and their dependents.
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Child Passenger Safety: A Major Problem

for Bigger Kids

Nancy Libby Fisher, MMHS

Traffic crashes are the leading cause of death for children

of every age from 6 to 14 years. A major cause of these

deaths are children who are unrestrained or improperly re-

strained in vehicles.

Safety belts and child safety seats have been proven to

save lives and prevent injuries. Although 97% of children

from birth to one year of age and 91% of those 1-4 years of

age use child safety seats, only 6.1% of children who should

be in booster seats (about 4 to 1 0 years of age) are appropri-

ately restrained.

Automobiles and adult safety belts are made for the com-

fort and safety of adults, not for children. Until children

weigh about 80 pounds and are about 4 feet 9 inches in

height, the safety belt restraint system will not fit them cor-

rectly. In car crashes, safety belts are designed to restrain

adults at the strongest points of their bodies - across the hips

and upper thighs and across the chest. For most children

between 4 and 1 0 years ofage, safety belts fit across the stom-

achs and lie against their necks. In collisions, the internal

organs and the head and neck can be seriously injured.

Even the most safety-conscious parents are often not

aware of the need for booster seats or the danger their chil-

dren face when improperly restrained in an adult seat belt.

Rhode Island law requires proper restraints for children

up to the age of four, and requires them to ride in the back

seat through the age of five. The law does not require proper

restraints for those 4-10 years of age when they have out-

grown most child safety seats, yet are still too small to fit

correctly into an adult safety belt. Most parents adhere to

the law, believing that it represents safe practice.

Even with a suggested age range and height criteria for

using booster seats, there are some children who meet this

criteria who may not fit correctly in a safety belt. To decide

when a child is ready for a safety belt, SafetyBeltSafe U.S.A.

offers this 5-step test:

1

.

Does the child sit all the way back against the auto seat?

2.

Do the child’s knees bend comfortably at the edge of the

auto seat?

3.

Is the lap belt below the tummy, touching the thighs?

4.

Is the shoulder belt centered on the shoulder and chest?

5.

Can the child stay seated like this for the whole trip?

If the answer is “no" to any of these questions, the child

needs a booster seat to ride safely in the car.

There are three basic types ofbooster seats - shield booster,

backless belt-positioning booster, and high-back belt-position-

ing booster. The shield booster is used with the lap belt only,

usually for a child between 30 and 40 pounds.

The highback booster seat must be used with lap and

shoulder belts. The lap belt fits across the hips or upper thighs

and the shoulder belt fits across the center of the chest. Some

seats that are forward facing only have a harness. The harness

is for a child who weighs 40 pounds or less. Once the child

has outgrown the harness, then it is removed and the seat

becomes a booster seat.

A highback booster is needed to prevent whiplash if the

auto seat has a low back. If the backseat of the auto has a

high back, then a backless booster seat may be used. Again,

this seat positions the shoulder belt across the chest and the

lap belt across the hips or upper thighs.

A booster seat is easy to use, but the shoulder belt should

never be placed behind the back or under the arm, and any

seat manufactured more than 10 years ago should be replaced.

The Rhode Island SAFEKIDS Coalition has produced

a brochure to educate parents and other caregivers about

booster seat use. The brochure is distributed through day

care centers and early childhood education programs and is

available by calling the Department of Fiealth at 222-4420.

The Department is the lead agency for Rhode Island

SAFEKIDS.
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BOOKREVIEWS
Conservative Management of Cervical

Spine Syndromes

by Donald R. Murphy, DC
New York: McGraw-Hill, 2000. 747 pages

When I was asked to review this text, my first reaction

was one of concern. As a neurologist, skepticism is virtu-

ally obligatory when assessing chiropractic approaches to

disease. My personal experience during residency with a

patient who developed spastic quadriparesis after cervical

chiropractic manipulation is vividly brought back to mind

whenever I see a patient with cervical complaints who re-

ceived chiropractic treatment. There are also reports of

posterior circulation ischemia associated with cervical ma-

nipulation. Thus my approach to this text was with a criti-

cal eye; all the more reason for me to be pleased with what

I discovered: a comprehensive text with an emphasis on

differential diagnosis and institution of safe, interdiscipli-

nary interventions.

Part I is a discussion of the basic science of the cervical

spine starting with functional anatomy, biomechanics, and

neurophysiology. These chapters are thorough and well

referenced, and are made quite readable with the addition

of schematic but very useful illustrations. The text is made

more readable and interesting by references to personal ex-

perience. Discussions of the epidemiology and pathophysi-

ology ofcervical spine disorders round out the basic science

portion.

Part II is devoted to clinical syndromes. The first two

chapters discuss the consequences of motor vehicle crashes.

The author begins with a compelling introduction correctly

arguing that physicians usually have limited, if any, formal

education in the diagnosis and management of traumatic

injuries due to motor vehicle crashes. The chapters em-

phasize the “fundamentals,” including the importance of

mechanism of injury. The author deals directly with the

issues of pre-existing complicating conditions, differential

diagnosis of mechanisms of whiplash pain, as well as a dis-

cussion of potential mechanisms of visual auditory and ves-

tibular symptoms. Precise definitions for loosely used terms

such as strain, sprain, and spasm are provided. The author

argues that litigation is not as much a factor in chronic

pain as many American clinicians believe. This reader was

not fully convinced but references are provided for further

reading on the issue. These chapters provide a solid struc-

ture for the study of traumatic cervical spine injuries that I

have not come across in other medical or neurological lit-

erature.

The next chapter in part II offers a detailed discussion

of headache but with less emphasis on cervicogenic head-

ache than I had expected. The chapter on

cervicoradiculopathy is thorough and nicely illustrated again

with an emphasis relating mechanism to symptoms and treat-

ment. Particularly important is the fairly extensive discus-

sion of “red flags” on examinations, which could suggest that

urgent invasive intervention may be required rather than sim-

ply conservative management. A nice discussion of the util-

ity of electrodiagnosis with EMG and nerve conduction

studies is included.

There are a few examples in the book of authors de-

scribing treatments based on their “own experience,” but

without clear supporting medical literature. For example,

the discussion of treatment options is quite complete but I

was struck by the statement that “although its efficacy has

not been clearly demonstrated, cervical traction is often use-

ful.” On the other hand I think one would be hard pressed

to find a clinician who does not utilize his own experience

in addition to scientific literature.

The section on clinical syndromes concludes with “neu-

ropsychological dysfunction related to cervical trauma,” a

very interesting discussion of cognitive symptoms in the

setting of cervical cord injury with proposed mechanisms.

Secondary factors (which may actually take on a primary

role) including sleep disorders and medication effects are

discussed.

Part III consists of extensive discussions of history, ex-

amination and diagnostic imaging. I was impressed to find

a chapter on outcomes management. Many measurement

tools are included although most suffer from being quite

subjective, and dependent on self-reporting. These weak-

nesses are discussed, not ignored, and put into context.

Part IV includes several chapters regarding treatment

with an emphasis on cervical chiropractic manipulation. The

discussion ofwhat actually happens during manipulation is

extensive but includes terms unfamiliar to the allopathic

physician making a good part of the discussion unclear to

this reader. The potential for vertebral artery compromise

(a rate of one occurring out of every 1 million manipula-

tions is mentioned) is discussed but a potential for cervical

cord compression is not. Contraindications to cervical ma-

nipulation are described including vertebral fractures, in-

flammation, dislocation, malignancy, and pre-existing

myelopathy, among others.

Vertigo and unsteadiness are mentioned both as symp-

toms that may accompany cervical spine pathology and as
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red flags for potential vertebrobasilar ischemia. It is not

clear to me how or when one decides to proceed with cer-

vical manipulation in the presence of these symptoms. The

risks are acknowledged but are felt to be low and can be

reduced by not manipulating high-risk individuals. Case

studies are presented and the authors are not reluctant to

provide examples ofpoor outcomes (most demonstrate that

the practitioner failed to heed the warning signs).

Part IV concludes with a chapter on operative treat-

ment of the cervical spine. The brief chapter provides a

good overview of indications for surgical intervention and

a few techniques are described.

PartV is a discussion of the role of rehabilitation medi-

cine techniques in cervical spine syndromes. The techniques

are clearly relevant and beneficial. The chapter devoted to

the McKenzie protocol is extensive but again unfamiliar

terminology is a barrier to full understanding of this ap-

proach.

The final section is simply titled “Management.” This

part includes 3 short chapters which may ultimately be the

most useful in the book. They provide straightforward

protocols for the approach to both simple and more com-

plex cervical patients. The third is a discussion of psycho-

logical management as cervical syndromes can have a major

impact on most aspects of life including interpersonal rela-

tionships and occupation.

In conclusion Dr. Murphy showed great care and skill

in the development of Con-

servative Management ofCer-

vical Spine Syndromes. The

text is comprehensive but not

boring and often confronts

controversial issues. A strong

emphasis on patient educa-

tion (not seen often enough

in medical texts) is present.

“Clinical pearls,” which stand

out from the text, are another

nice feature. They include

clinically useful statistics as well as interesting clinical ob-

servations. I particularly admired the interdisciplinary ap-

proach both in the content of the chapters and in the

selection of the authors. Practitioners of many disciplines

including internists, chiropractors, neurologists, physiatrists,

orthopedists, neurosurgeons and therapists will find this

book a useful and refreshing addition to their spinal disor-

der library.

— Reviewed by Stephen T. Mernoff, MD

Stephen T. Mernoff, MD, is ClinicalAssistant Professor of

Neurology, Brown University School ofMedicine, and a neu-

rologist at Roger Williams Medical Center and Rehabilitation

Hospital ofRhode Island.
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Patricia A. Nolan, MD, MPH, Director of Health
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Rhode Island Monthly
Vital Statistics Report

Provisional Occurrence Data

from the

Division of Vital Records

Vital Events
Reporting Period

June

2000
12 Months Ending with

June 2000

Number Number Rates

Live Births 1,011 12,933 1 3.1
*

Deaths 756 10,029 10. 1*

Infant Deaths (7) (103) 8.0#

Neonatal deaths (6) (86) 6.6#

Marriages 962 7,909 8.0*

Divorces 279 2,918 3.0*

Induced Terminations 428 5,182 400.7#
Spontaneous Fetal Deaths 61 1,136 87.8#

Under 20 weeks gestation (51) (1,063) 82.2#

20+ weeks gestation (10) (73) 5.6#

Underlying
Reporting Period

Cause of Death December
1999

12 Months Ending with Dec. 1999

Number (a) Number (a) Rates (b) YPLL (c)

Diseases of the Heart 317 2,997 303.2 4,178.0

Malignant Neoplasms 231 2,484 251.3 6.892.0

Cerebrovascular Diseases 52 539 54.5 619.5

Injuries (Accident/Suicide/Homicide) 30 380 38.4 6,923.0

COPD 47 501 50.7 407.5

(a) Cause of death statistics were derived from the

underlying cause of death reported by physicians on

death certificates.

(b) Rates per 100,000 estimated population of

988,480

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode Is-

landfor the reportingperiods listed above. Monthlyprovisional

totals should be analyzed with caution because the numbers

may be small and subject to seasonal variation.

Rates per 1,000 estimated population # Rates per 1 ,000 live births
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Ninety Years Ago
[December, 1910]

I
n “The Parent’s Duty to Instruct His Son in Sexual Hy
giene,” W.H. Peters, MD (a member of the American

Society of Sanitary and Moral Prophylaxis) argued that

sexual repression came with civilization: “Barbarism, sav-

agery, has no such problem. Among savage people the sexual

passion begins to be indulged freely immediately the indi-

vidual becomes sufficiently mature to feel the... instinct.”

Marriage was the hallmark of civilization, but Dr. Peters

conceded that “marriage oftentimes, in fact generally, mili-

tates against the natural sexual instinct.” A father should

keep his son “continent until marriage,” first by stressing

the dangers of incontinence upon the men’s future wives: a

Medical Society ofNew York study found 30% of venereal

disease in women treated in private clinics were caused by

infection from their husbands; a 1907 Maryland State

Medical Society found 40% of gonorrheal infection in

women seen in private practice came from their husbands;

Paris’ Professor Fournier estimated that one in five cases of

syphilis in women were traced to husbands. Second, the

father should denounce the double standard: “Restraint

harmful? Indeed it is not; on the contrary it makes for the

strong and noble man.” Finally, “marry your boy as early

as possible.”

Herbert Terry, MD, in “Drainage after Supra-Pubic

Cystotomy,” discussed the benefits of the procedure, ad-

mitting: “In my own experience those who have died ...have

died from shock, uremia, or post-operative dementia, and

the percentage of fatalities has not been very great. I do

not think that any have died of sepsis, though I may have

mistaken sepsis for uremia.”

Albert Miller, MD, in “The Choice of the Routine

Method for Administering Ether” traced the “lack of uni-

formity in methods of administering ether and the contin-

ued use of some very crude...methods” to

general ignorance about anesthesia. Clinicians lacked “a

clear idea of the underlying physical and physiological laws.”

Fifty Yeabs Ago
[December, 1950]

I
n “Treatment of hypertensive vascular disease by so-

dium restriction,” Michael DiMaio, MD, concluded:

“Sodium restriction is not the answer to the treatment of

hypertension,” in part because of the “utter lack of pay-

ability of all low sodium diets.” Even when a patient has

said s/he followed such a diet, Dr. DiMaio noted, “the

patient’s words must be taken with a grain of salt.”

The Journal reprinted “Survival under Atomic At-

tack,” from the Executive Office of the President, the

National Security Resources Board, and the Civil De-

fense Office. The article advised: “In small amounts, ra-

dioactivity seldom is harmful.” As for “Survival Secrets

for Atomic Attack,” the suggestions included: “Bury your

face in your arms. Don’t rush outside right after a bomb-

ing. Don’t take chances with food or water in open con-

tainers. Close all windows and doors and draw the

blinds.”

Twenty Five Years Ago
[December, 1975]

I
n “Brown Medical faculty active in Significant Research,”

the Journal detailed the annual meeting of the American

College of Physicians, held at Brown, with brief descrip-

tions of the 16 presentations.

Milton W. Hamolsky, MD, in “Laboratory Tests of

Thyroid Function,” noted that, “Appropriate studies supple-

menting history and physical will provide a rational basis

for diagnosis and treatment.”

William J. Waters, PhD, Mary Pat Moore, MA, Stephen

H. Sirota, MD, Neil Young, MA, in “Community Health

Planning in Rhode Island Following the Navy’s Withdrawal,”

linked the economic adversity to the deteriora-

tion of health and health services. They con-

cluded that the military retirees and dependents

were the most affected.

Susan Trachtenberg, a Brown undergradu-

ate, contributed “When Medical Technology

Fails: To allay the anxieties of the living and end

life in dignity should be our goals.”
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The Name of Choice in MRI

• Open-Sided and 1.5 Tesla High

Field Systems
• Fast appointments and reports

• Instant internet access to

studies

• Locations in Cumberland

and Warwick

525 Broad St • Cumberland

Tel. 725-OPEN (6736) Fax 726-2536

ADVANCED
Radiology, Inc.

"Spiral" CT system by GE
Digital xray, bone density

and ultrasound

Fast appointments and reports

Instant internet access to studies

335 Centerville Rd • Warwick

Tel 732-3205 Fax 732-3276

AH ADVANCED Radiology, Inc .

525 Broad St • Cumberland
Tel. 727-4600 Fax 727-4690



Not all liabilities are easy to see.

Your practice is vulnerable to business-related

liabilities including billing errors and omissions,

discrimination, and wrongful termination.

NORCAL’s Physicians Administrative Defense (PAD)

coverage helps you defend against these claims

whether filed by government agencies, regulatory

boards or third-party payers. PAD also provides for

practice interruption and legal consultation.

Focus on your patients. We’ll focus on protecting

your practice.

NORCAL
Mutual Insurance Company

Your Reputation Depends On It

800 -652-1051
www.norcalmutual.com
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